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HE older literature on congenital malforma- 
tions of the intestinal tract consisted almost 
entirely of pathological reports. The more 
recent literature contains an ever-increasing num- 
ber of clinical discussions. A more universal fa- 
miliarity with the clinical signs and symptoms 
characteristic of these anomalies, together with a 
less pessimistic attitude toward their surgical 
treatment is resulting in earlier diagnosis and 
operation with improved results. The problems 
involved are essentially mechanical and often 
amenable to solution by surgical treatment. In 
those cases in which the defects are multiple, 
little can be accomplished by any treatment. 
The literature during the past three years has 
been comprehensive, covering all types of de- 
velopmental defects which are encountered from 
the esophagus to the rectum and anus. There are 
included many reports of isolated cases as well as 
discussions based on rather large series of cases. 
In reviewing the subject it seems best to group 
the cases according to the location of the anoma- 
lies rather than according to the type of lesion. 


ESOPHAGUS 


Congenital atresia of the esophagus with or 
without tracheo-esophageal fistula continues to 
be an outstanding problem and one which is not 
infrequently encountered. Strong and Cummings 
agree with Rosenthal’s theory that the anomaly is 
best explained as a result of primary deficiency in 
developmental capacities of the tissues con- 
cerned, and believe that local mechanical explana- 
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tions do not adequately answer the question. 
They state that the frequency of associated ab- 
normalities bears out this theory. The most fre- 
quently associated abnormality, according to 
these authors, is atresia of the anus, which oc- 
curred in 24 of the series of 59 cases reported by 
Plass. 

All the reported cases were fatal. Only 1 pa- 
tient was subjected to operation, which consisted 
of gastrostomy. As stated by Stedge and Knight, 
“the mortality being 100 per cent following sur- 
gical intervention in this condition, no attempt 
was made to correct the condition anatomi- 
cally.” Iglauer proposed a stage operation which 
he attempted unsuccessfully in his case. The 
operation as planned by him consists of a first- 
stage cervical esophagostomy, a second-stage 
lower-segment esophagostomy with posterior 
implantation, and a third-stage anastomosis of 
the 2 esophageal openings. 

An interesting case of esophageal stenosis in 
which the obstruction was partiai at the level of 
the seventh rib was reported by Gregory and 
Calthrop. The constricted portion was about !,4 
in. in length. Above the stenosis, the esophagus 
was dilated, while below, it was of normal caliber, 
“but at times there is seen (by fluoroscopy) a 
bulging and branching to the left, well above the 
level of the diaphragm.” The infant was treated 
conservatively by liquid diet, and at the time of 
the report was making “slow but certain prog- 
ress.” The nature of the constriction was not 
stated. Esophagoscopy was not performed. 
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The congenitally short esophagus with a por- 
tion of the stomach above the diaphragm, a diag- 
nosis made by x-ray examination, is a condition 
which is relatively common in the opinion of 
Clerf and Manges. Of their group of 9 patients, 
4 were children under nine years of age and 5 
were women ranging from forty-eight to sixty- 
four years of age. In the children, the outstanding 
symptoms noted were dysphagia, regurgitation 
of food, and disturbances of nutrition and growth, 
most of which had been present since birth. In 
the adults, dysphagia and regurgitation of food 
were accompanied by distress after eating. The 
distress consisted of flatulence and pain, either 
epigastric or substernal, occasionally referred to 
the back, and attributable to ulceration above 
the hiatal level. Undernourishment was not a 
prominent feature. Esophagoscopy showed 
esophageal dilatation with varying degrees of 
esophagitis and ulceration. In contrast to the 
atresias, this condition responds well to treatment 
consisting of dilatations, alkali therapy, local 
applications to the ulcerations, and a dietary 
régime. 

STOMACH 

With the exclusion of hypertrophic pyloric 
stenosis, the stomach is less frequently the site of 
developmental accidents than are other parts of 
the intestinal tract. When such accidents occur in 
the stomach they seem to take the form of di- 
verticula. Opinions differ as to whether gastric 
diverticula are congenital or acquired lesions. 
The consensus of opinion in recent years favors 
the latter hypothesis. Paul says “it is possible 
that various causative factors enter in different 
individuals, but the most logical theory at the 
present time seems to be that which presupposes 
a point of weakness in the gastric wall as the first 
essential.” 

Rivers, Stevens, and Kirklin state that while 
the cause of true diverticula of the stomach is not 
definitely known, the hypothesis that they are 
congenital is plausible. They emphasize the rarity 
of diverticula of the stomach, stating that only 
141 cases, including 33 of their own (19 of which 
were not proved by operation) had been men- 
tioned or reported in detail in the literature. On 
the other hand, the condition may occur more 
frequently than these figures indicate as in 74 
per cent of the cases it is asymptomatic. Asso- 
ciated peptic disease occurred in 30 per cent of 
their cases. Bonnet reported a case with ulcer 
symptoms. 

In the absence of a definite clinical picture, the 
diagnosis can be made only roentgenologically, 
and even so with difficulty unless the examina- 
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tion is done with great care. Paul discussed the 
x-ray technique and differential diagnosis in 
detail. 

Because of the lack of symptoms and the infre- 
quency of complications, one would be inclined 
to feel that no treatment is indicated in this con- 
dition. However, Rivers, Stevens, and Kirklin 
advise surgical exploration in cases showing 
“roentgenologic evidence of such a condition and 
the presence of indigestion.’”’ Cunha advises 
medical treatment because of the mechanical 
difficulties of operation. 

The literature on congenital hypertrophic py- 
loric stenosis continues to be voluminous, and the 
etiology of the condition remains obscure. Theo- 
retical discussions of the rdle of spasm in the 
production of the muscular hypertrophy con- 
tinue, those favoring the view that spasm is a 
factor feeling that the condition is acquired 
rather than congenital. McGill published a gen- 
eral discussion of the etiology, including the evi- 
dence in favor of the theory that the hypertrophy 
is due to a deficiency of Vitamin B. 

In addition to published general discussions of 
the subject, several unusual cases were reported 
during the past three years. Roche reported the 
occurrence of hypertrophic pyloric stenosis in 2 
boys representing the fifth and sixth pregnancies. 
The first, third, and fourth pregnancies had 
resulted in miscarriages, and the second in the 
birth of a normal healthy boy. Tribble reported 
2 cases in a family with 3 children, the patients 
being the first and last born. Redgate encoun- 
tered the condition in uni-ovular twins. Judd and 
Thompson published a discussion of hypertrophic 
stenosis of the pylorus occurring in adults. Ob- 
servations on 30 cases formed the basis of the 
report, which intimated that the lesion was 
thought to be congenital. The pathological find- 
ings at operation were identical with those en- 
countered in infants. Gastro-enterostomy, resec- 
tion of the anterior two-thirds of the pyloric mus- 
cle with closure, and pyloric resection relieved 
the symptoms in all but 2 cases. 

There exists a considerable difference of opinion 
as to when the symptoms in infants are due to 
pylorospasm and when to stenosis due to mus- 
cular hypertrophy. Some observers claim that 
all cases are cases of pylorospasm and can be suc- 
cessfully treated medically. Litchfield is of this 
opinion. It is due to this disputed point that the 
terms “pylorospasm” and “congenital hyper- 
trophic pyloric stenosis” are used interchangeably 
in the literature. The consensus of opinion is that 
they are two distinct entities although they may 
co-exist in the same patient, and that no one has 
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yet proved that the former is not an etiological 
factor in the development of the latter. 

As an aid in definitely distinguishing between 
these conditions diagnostic laboratory procedures 
have been employed. By gastric analyses in a group 
of cases, Lasserre demonstrated the almost con- 
stant presence of hyperacidity with free hydro- 
chloric acid. 

Meuwissen and Slooff developed a reliable 
x-ray technique for visualizing and measuring 
the length of the pyloric canal. The length of the 
pyloric canal as seen on the x-ray negative mul- 
tiplied by a factor which allows for the film dis- 
tortion closely approximated the actual length of 
the pyloric canal. In some cases the reliability of 
the measurements were substantiated at opera- 
tion. The maximum error was 2 mm. By this 
method it was found that the pyloric canal in in- 
fants varies in length from 1.5 to 24 mm. Meu- 
wissen and Slooff concluded that such a difference 
in length makes it probable that hypertrophic 
pyloric stenosis in infants is an anomaly. “When 
the length of the pyloric canal exceeds 6 or 7 mm. 
the conditions are present that may cause the 
clinical picture of congenital pyloric stenosis.” 
Along the same line, Friemann-Dahl has made ex- 
tensive x-ray studies, developing a special x-ray 
technique to demonstrate anatomical changes in 
the canal. 

The Rammstedt operation remains the best 
surgical treatment for the condition. Lamson 
described a method of caring for perforation of 
the mucosa occurring accidentally in the course 
of the operation. It consists of closure of the 
mucosa with a pursestring suture with re-en- 
forcement of the area of closure by a flap of con- 
tiguous pyloric muscle. Because of the danger of 
perforating the mucous membrane, Wolfson 
recommends making a vertical incision 0.5 cm. 
proximal to the pyloric vein and then a longi- 
tudinal incision at right angles to the first. 

Haberer, Norris, Eckstein, and Thompson, 
among others, have reported series of cases, pre- 
senting the results with detailed discussions. The 
mortality reported during the past three years 
has varied from 3.4 to 14 per cent. The differ- 
ences in these figures can be explained in many 
instances on the basis of the duration of the dis- 
ease and the general condition of the patient. 


SMALL INTESTINE 


Congenital obstructions of the small intestine 
are quite common and may be divided into 2 
groups, intrinsic (atresias) and extrinsic, (steno- 
ses, peritoneal bands, intestinal malrotation, etc.). 
Ladd, who has probably had more experience 
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with these conditions than anyone else, has 
published reports based on large series of cases of 
both types and has discussed the symptoms and 
physical signs in detail. The value of diagnostic 
laboratory procedures, particularly x-ray exami- 
nation, was emphasized. Farber, reporting from 
the same clinic, advocated careful examination of 
meconium for cornified epithelial cells which are 
derived from the skin of the fetus and are swal- 
lowed by the fetus with other amniotic sac con- 
tents. He stated that the presence of such cells 
has been found to be an extremely valuable aid 
in the differential diagnosis. 

Pre-operative preparation of the patients to 
combat dehydration and ketosis was emphasized 
by Ladd as a primary requisite for successful 
surgical treatment. He advocated the simplest 
technical procedure possible which is consistent 
with relief of the obstruction. In cases of atresia, 
and occasionally in those of stenosis, he has found 
this to be entero-anastomosis. He emphasized 
the importance of dilating the distal bowel, which 
usually is extremely small and almost rudimen- 
tary, to facilitate the technique of anastomosis. 
He warned against the tendency to consider the 
case hopeless because of the smallness of the dis- 
tal bowel, pointing out that it soon dilates and 
functions normally after anastomosis. He has 
conserved time in the operative procedure by 
using a single Connell suture in making the anas- 
tomosis, and has found this adequate. He stated 
that in cases of intestinal malrotation it is neces- 
sary to free the colon from all attachments on the 
right, reflect it to the left, and thus expose the 
duodenum and the root of the mesentery. 

He further pointed out that practically com- 
plete evisceration is necessary to determine the 
type and extent of the involvement accurately, 
and that often nothing short of returning the 
bowel to the abdominal cavity in its original 
fetal position and relationship will relieve the 
condition. He emphasized that, because of the 
complexity of these congenital abnormalities, no 
one should undertake to relieve them surgically 
unless he is thoroughly familiar with all the possi- 
ble defects to be encountered and the various 
methods of dealing with them. 

Sager and Solnitzky discussed anomalies of the 
intestine in general and reported a case of atresia 
due to a diaphragm obstructing the lumen of the 
bowel. For the relief of such an obstruction they 
advocated perforation of the diaphragm by means 
of a probe inserted in the bowel above it. They 
feel that this partially relieves the obstruction 
and that the passage of intestinal contents dilates 
the contracted distal bowel, thus facilitating the 
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technique of anastomosis necessary later for com- 
plete relief of the obstruction.' 

Numerous case reports of various types of in- 
testinal atresias have appeared. T. F. Corkill and 
H. K. Corkill discussed the subject in general and 
atresia of the ileum in particular. A case of 
duodenal stenosis due to an unusual constricting 
band was reported by Magendie and Pouyanne. 
Rocher, Roudil, and Courriades cited a more un- 
usual case in which the duodenal stenosis was 
caused by an abnormal hepatic pedicle, the he- 
patic artery from the superior mesenteric artery 
ran posterior to the duodenum, and the portal 
vein crossed the duodenum anteriorly at about 
the same point. An interesting case was reported 
by Madigan. The patient, thirty years old, could 
never remember having had a spontaneous bowel 
movement. Apparently all his life he had evacu- 
ated the gastro-intestinal tract by vomiting. 
X-ray examination revealed a hugely dilated 
stomach and duodenum, the second portion of 
the latter occupying the entire pelvis. Appar- 
ently a partial, although almost complete, ob- 
struction existed in the third portion of the duo- 
denum. Operation is not mentioned in the report. 


Diverticula and Cysts 


One might well question the inclusion of duo- 
denal diverticula in a discussion of congenital 
anomalies as the consensus of opinion seems to be 
that the majority of duodenal diverticula are 
acquired. However, most observers agree that 
the theory of a congenital origin or predisposition 
cannot be totally disregarded. 

Duodenal diverticula were extensively dis- 
cussed by Piergrossi, emphasis being placed on 
the roentgenological diagnosis. One gains the 
impression that he feels that too much emphasis 
is placed on the differentiation between true 
diverticula, which involve all coats of the bowel, 
and false diverticula, which involve only the 
mucosa and serosa, since in the process of develop- 
ment the latter may result from the former 
through stretching, distention, etc. He feels that 
no one theory of origin of duodenal diverticula is 
applicable to all cases. In favor of a congenital 
origin are the following facts: 

In most cases there exists no pathological le- 
sion which could result in diverticula formation. 
Associated congenital anomalies are frequent. 
The diverticula have been observed in the new- 
born. The occurrence of pancreatic rests in the 


1 REVIEWER'S NOTE: In such cases longitudinal incision of the bowel 
over the point of obstruction with removal of the diaphragm (which we 
now perform with the endotherm knife) and transverse suture of the 
bowel as first advocated by Morton in 1913 (Am. J. Dis. Child., 1923, 
25: 391) would seem a more logical procedure. 





walls of a diverticulum is common and denotes a 
disturbance of embryonic development. 

The theory of acquired origin assumes pulsion 
or traction as the causative agent. The theory 
that pulsion is responsible assumes weakening of 
the bowel wall due to the presence of aberrant 
pancreatic tissue in some instances and abnormal 
penetration of the bowel wall by blood vessels in 
others. Weakening due to healed ulcers is like- 
wise accused. An increase in pressure in the bowel 
lumen, while not considered necessary in the 
genesis of duodenal diverticula, is a very impor- 
tant factor. According to Piergrossi, traction 
diverticula are rare. 

Also according to this observer, the sympto- 
matic pictures presented by patients with duo- 
denal diverticula are so bizarre that a positive 
diagnosis can be made only by x-ray examina- 
tion. However, pathological changes are often 
initiated by mechanical difficulties such as tor- 
sion, strangulation, or angulation resulting in 
stagnation of the intestinal contents with subse- 
quent infection and occasionally perforation. 
Other vague and mild gastro-intestinal symptoms 
may be produced by the effect of the diverticulum 
on neighboring organs. 

From the x-ray standpoint, Piergrossi feels 
that a diverticulum should have 3 fundamental 
characteristics, namely, insensibility to pressure, 
mobility on palpation, and persistence of its 
shadow after the main stream of barium has 
passed on. He emphasizes, however, that such 
characteristics may lose their significance in par- 
ticular cases and must be interpreted with com- 
mon sense. 

The prognosis and treatment depend on the 
severity of the symptoms. The medical treatment 
is purely symptomatic. The surgical treatment is 
difficult, it often being difficult even to find the 
lesion at operation. Piergrossi varies the surgical 
procedure’ according to the location and accessi- 
bility of the diverticulum. 

Cases of various anomalies of the duodenum 
were reported by Kellogg and Collins and by 
Bonar. Breton discussed the so-called mobile 
duodenum. He feels that in this condition the 
roentgenological findings fall into 1 of the follow- 
ing 3 groups: (1) images showing anomalies of 
rotation, (2) images showing elongation of the 
first portion of the duodenum, and (3) images of 
infraversion of the first 2 portions. It is ques- 
tionable whether any but the first is congenital 
in origin. 

The enterogenous cyst reported by Gardner 
and Hart occurred in the duodenum and was 
undoubtedly congenital. As removal was impos- 
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sible because of its size and location, an anas- 
tomosis between the cyst and adjacent duodenum 
was performed. The results were excellent. 

There is scarcely enough evidence supporting 
the congenital origin of so-called multiple intra- 
mesenteric diverticula of the jejuno-ileum to 
justify inclusion in this review of the excellent 
reports on the subject by Fraser and Butler. 
However, this condition is so closely allied to 
congenital diverticula and so ably discussed by 
both authors that attention should be directed 
to their reports. The condition is characterized 
by the occurrence of a number of diverticula (as 
many as 400 have been found in a single case) in 
the jejunum and upper ileum. The diverticula 
are thin-walled sacs arising from the mesenteric 
border of the gut, and vary from small conical 
pockets the size of a pea to large globular diver- 
ticula 7 cm. or more in diameter. The weight of 
evidence favors the theory of acquired origin, 
which both Fraser and Butler accept. Both 
authors cite their own experimental work to sup- 
port their contentions. Madinaveitia and Schmidt 
and Guttman have also recorded cases. 

Meckel’s diverticulum and associated compli- 
cations have been the subject of much discussion. 
Severe melena as a sign of the existence of such a 
diverticulum has been emphasized. The hemor- 
rhage originates from associated polyps or in- 
clusions of gastric mucosa which ulcerates be- 
cause of constant contact with intestinal contents 
(Starling, Chesterman). Unusual cases of giant 
diverticula or duplication of a diverticulum were 
reported by Hudson, Mackenzie, Carlson, and 
Mueller. Hertzog and Carlson and I. Price 
reported cases of carcinoid tumors occurring in 
Meckel’s diverticula. 

Cysts and diverticula (other than Meckel’s 
diverticula) of congenital origin occurring in the 
ileum were reported and discussed by Poncher 
and Milles and Hughes-Jones. In the case 
reported by Poncher and Milles, extrapleural 
cysts of enterogenous origin were present in the 
thorax in addition to the diverticula in the ileum. 
Both reports agreed in the opinion that, because 
of their widely scattered distribution, these cysts 
and diverticula are not of vitelline duct origin. 
The fact that, despite their location in the ileum 
and thorax, they frequently contain gastric mu- 
cosa and pancreatic tissue substantiates the 
theory of congenital origin. This in turn lends 
evidence in favor of the theory of epithelial se- 
questration in the embryo. Reference is made to 
the work of Lewis and Thyng with regard to 
diverticula or accessory epithelial nodules derived 
from intestine which not infrequently occur along 


the esophagus, stomach, and small intestine in 
embryos and ordinarily disappear. 

While these formations are mainly of embryo- 
logical and pathological interest, a knowledge of 
their characteristics is of interest and importance 
also to the clinician. As they have no distinctive 
symptoms, the diagnosis is rarely made. Floderus 
encountered such a formation or one similar to it 
in operating for appendicitis. Surgical removal, if 
possible, is the only satisfactory treatment. 


LARGE BOWEL 


Congenital anomalies of the large bowel and 
rectum are quite common and frequently asso- 
ciated with other abnormalities. Kleinfelter 
reported a case of complete absence of the colon, 
and Louyot, Richon, and Lacourt and Green and 
Ross reported cases of congenital absence of the 
appendix. Asai described a case of duplication of 
the entire large bowel. Pratt and Rasmussen each 
encountered a case of “double appendix.” In 
both cases there were many other associated ab- 
normalities. The excellent discussion of Edwards 
on diverticula of the vermiform appendix is 
worthy of attention. However, unless one as- 
sumes a congenital weakness predisposing to 
diverticula formation, diverticula should not be 
included in a discussion of congenital abnor- 
malities. 

Kantor discussed the roentgenological diag- 
nosis and the clinical significance of anomalies of 
the colon consisting of abnormalities of rotation, 
descent, and fixation, and presented a complete 
statistical study based on 2,000 observations in 
which he correlated the predominating symptoms 
and the x-ray findings. 

Martinotti discussed in great detail the symp- 
toms and roentgenological characteristics of 
dolichocolon. This condition, an increase in the 
length of the colon, is most often confused with 
megacolon. Total dolichocolon is rare, the length- 
ening usually being segmental and the remainder 
of the colon normal or shorter than normal to 
compensate for the increased length of the af 
fected loop. In a certain number of cases there is 
an associated ‘‘megacolon,” which Martinotti 
feels is a secondary dilatation resulting from 
“stenosis of position” (kinking). A large part of 
his report is devoted to the various types and dis- 
tinctive roentgenological findings in each type. 
In discussing the etiological theories he stated 
that he favors the mixed theory. According to 
the latter, an anatomical anomaly forms the 
basis on which a pathological process acts to lead 
eventually to an accentuation or increase of the 
congenital malformation. Dolichocolon is essen- 
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tially congenital. Martinotti’s discussion is most 
complete and contains excellent illustrations of 
the various x-ray findings. 

Sénéque and Milhiet reported on their expe- 
riences in the surgical treatment of dolichocolon. 
They consider persistent and obstinate constipa- 
tion, abdominal pain, and acute obstruction (vol- 
vulus) the indications for surgical intervention. 
They advocate local resection of the colon and an 
immediate end-to-end anastomosis exteriorized 
in the wound. They close the peritoneum care- 
fully around the intestinal loops with the anas- 
tomosis resting at the bottom of the wound. 
After the anastomosis has healed they return it 
to the abdominal cavity.' The advantages claimed 
for this method are that it includes the time-saving 
features of an immediate end-to-end anastomosis 
without the usually associated dangers, and elimi- 
nates the long process of stage operations. In 5 
cases in which this method was used the results 
were successful although there was an “occasional 
fistula.”’ Sénéque and Milhiet conclude that the 
absence of complications and the excellent results 
it yields warrant its being used by others. 

Truesdale reported “the rarest of all develop- 
mental abnormalities of the colon,” retroposition 
of the transverse colon. Only 11 cases have been 
reported in the literature. The abnormality is 
due to an error of the second stage of rotation of 
the mid-gut when the embryo is about 40 mm. 
long. In Truesdale’s case the transverse colon was 
behind the duodenum and superior mesenteric 
artery, and the cecum and ascending colon were 
large and distended. The anomaly was discovered 
during the course of a laparotomy for another 
condition. To illustrate the various types of the 
abnormality, Truesdale cited 6 cases from the 
literature. 

Multiple adenomatosis of the colon, while not 
a congenital anomaly, is closely allied to such 
anomalies in that it is an inheritable disease 
transmitted by, and affecting, both sexes. Lock- 
hart-Mummery stated that, as it is not present at 
birth but develops usually at puberty, the heredi- 
tary factor is the susceptibility of the epithelial 
cells of the large intestine to proliferate at a cer- 
tain age. The other outstanding feature of the 
disease is “a very marked tendency for one or 
more of the adenomata to form the starting point 
of a malignant adenocarcinoma.” Nearly all pa- 
tients with the condition develop carcinoma 
sooner or later—most of them at an early age. 
Because of the occurrence of malignant de- 


1 REVIEWER'S NOTE: My experience with such cases has been that end- 


to-end anastomosis is impossible because of the proximal bowe dilata- 
tion and resulting disproportion in the size of the lumina of the proximal 
and distal bowel. 


generation in practically 100 per cent of the 
cases, complete colectomy, even though appear- 
ing extremely radical for patients so young, is 
the only logical treatment. Lockhart-Mummery 
cited the case of a young girl in which he did a 
complete colectomy fifteen years previously. At 
the time of the report the patient was in good 
health although all her brothers, sisters, aunts, 
and uncles were dead and those who did not die 
in infancy had died of carcinoma. 

The various congenital malformations of the 
rectum and anus reported by various observers 
(Ameline, Cabanes, Fitzpatrick and Hillsman, 
Starlinger and Richter, Veal and McFetridge, 
MacFee, Cook, Prabther) were thoroughly cov- 
ered by the detailed discussion of Ladd and Gross 
which was based on 162 cases. As this report 
probably represents the most extensive expe- 
rience of any observer, it is extremely valuable. 
The authors’ classification of the anomalies is 
preceded by a detailed discussion of the embry- 
ology which is of importance in the selection of 
the operative procedure and determination of the 
prognosis. The 4 groups in the classification have 
the following characteristics: 

1. Incomplete rupture of the anal membrane 
or stenosis at a point from 1 to 4 cm. above the 
anus. In the majority of 21 cases repeated rectal 
dilatations proved to be adequate treatment. 

2. Imperforate anus or obstruction due only to 
a persistent membrane. Cruciate incision of the 
membrane followed by dilatations is the treat- 
ment indicated. 

3. Imperforate anus with a rectal pouch sepa- 
rated from the anal membrane, the most fre- 
quently encountered abnormality. In 86 per cent 
of the 117 cases reviewed it was possible to over- 
come the deformity by a perineal type of opera- 
tion in which the rectal pouch was brought down 
to the anal sphincter. The total mortality in this 
group was 24.8 per cent. Of the patients still 
living, 77 have a normally functioning anus, 4 
have a permanent colostomy, and 7 are awaiting 
further operative procedures. 

4. Anus and anal pouch normal, but rectal 
pouch ending blindly. This anomaly is the most 
difficult to treat because the rectal pouch is fre- 
quently so high in the pelvis that it cannot be 
reached by a perineal approach. The total mor- 
tality in the 18 cases reviewed was 61.6 per cent. 
The 6 patients still living have a normally func- 
tioning anus. 

The symptoms and physical signs are essen- 
tially those of complete or partial intestinal ob- 
struction. Careful examination of the anus and 
rectum gives sufficient information for the diag- 
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nosis and classification of the anomaly. X-ray 
examination of the infant in the inverted position 
is a valuable aid in determining the distal extent 
of the rectal pouch and whether or not it can be 
reached by a perineal operation. 

The presence of associated congenital anoma- 
lies and defects, of which fistulas (rectoperineal, 
rectofossa navicularis, rectovaginal, recto-urethral 
and rectovesical) were most frequent, was an 
important factor in the selection of the operative 
procedure and in the ultimate outcome in a 
given case. Ladd and Gross discuss in detail the 
selection and technique of the operative proce- 
dures and their indications. 

In the entire group of 162 cases there were 43 
deaths. As 12 of the deaths were directly attribu- 
table to associated congenital abnormalities, the 
mortality attributable to the anorectal abnor- 
malities and their complications treated by ex- 
perts, was approximately 19 per cent. As might 
be expected, the mortality in Group 1 was the 
lowest, 9.5 per cent, and that in Group 4 the high- 
est, 61.6 per cent. 

Ladd discussed in detail the technical proce- 
dures for the cure of these anomalies. MacFee 
described the operation by which he transplanted 
a congenital vulvovestibular anus. Price reported 
the operative procedures which he employed with 
success for both rectal and bladder incontinence. 
Interlocking fascial loops enclosing the anal ori- 
fice, as described by Werden and by Stone, 
resulted in good rectal control. Price employed 
the same principle for bladder control. The 
urethra near its orifice was encircled by a fascial 
loop which was anchored to the recti muscles. 
Flexion of the spine, by relaxing the fascial loop, 
allowed the bladder to empty. The result ob- 
tained was excellent, the patient being able to 
retain urine to the amount of from 350 to 400 
c.cm. without leakage. As might be expected, 
careful postural training was necessary follow- 
ing the operation in order to overcome leakage 
of urine. 


GALL BLADDER 


Congenital absence of the gall bladder was dis- 
cussed in detail by Stefanelli in connection with 
the report of a case. Deaver reported a case asso- 
ciated with absence of the extrahepatic ducts. 
Ugelli and Tailhefer discussed congenital dilata- 
tion of the common duct and associated bile cysts. 
Of 115 cases which Tailhefer collected from the 
literature, recovery resulted in only 49. Anas- 
tomosis of the dilated duct or of the bile cyst with 
the duodenum had the lowest mortality, 30 per 
cent. 
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Complete or partial intestinal obstruction due 
to malrotation of the intestine and abnormal fixa- 
tion of various intestinal segments is common, 
between 15 and 20 case reports and discussions 
having appeared during the past three years. 
These abnormalities are associated frequently 
with intestinal atresias and stenoses and occa- 
sionally with internal and umbilical hernias. In 
all instances the diagnosis of obstruction war- 
rants surgical exploration even though in many 
cases the condition is hopelessly complicated and 
not amenable to surgical correction. 

In most discussions of congenital intestinal 
atresias and stenoses fetal peritonitis is included 
among the causes. Metcalfe reported the case of 
an infant operated upon eight hours after birth, 
at which time a generalized peritonitis was found. 
A pint of deep yellow flocculent fluid was re- 
moved. “The entire abdominal contents were 
firmly cemented together by a strong fibrinous 
deep yellow exudate that covered all organs and 
suggested scrambled eggs.’’ Cultures of the ab- 
dominal cavity proved to be sterile. Death oc- 
curred seven hours after operation. A careful 
search at the postmortem examination failed to 
reveal any intestinal perforation although the 
maturity of the exudate in the region of the cecum 
and ascending colon prompted a most painstaking 
search in that area. Microscopic examination of 
various portions of the intestinal tract showed no 
inflammatory process in the intestine or mesen- 
tery, and lymphocytes and leucocytes were con- 
spicuous by their absence. No obvious cause of 
the peritonitis was found. 

On the other hand, Medearis reported 1 case 
and DeVel 2 cases in which generalized peritonitis 
occurring in newborn infants was due to spon- 
taneous intestinal perforation. All 3 of the infants 
appeared normal at birth. When feeding was 
started, abdominal symptoms appeared and the 
infants soon succumbed. In 2 cases the diagnosis 
was made at operation and postmortem examina- 
tion. In the third, roentgenograms showed pneu- 
moperitoneum. 

Previous to these reports, there were records of 
29 cases which apparently could be divided into 
2 large groups. In those of the first group there 
was usually an associated obstruction leading 
to intestinal distention. It is assumed that 
pressure on a constricted or twisted distended 
loop of intestine during delivery was responsible 
for the perforation. In the cases of the other 
group, in which there was no organic obstruction, 
the condition was attributed to meconium stasis, 
“intestinal aplasia with faulty or deficient in- 
nervation,” primary vascular insufficiency, or 
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diverticula. In 1 of the cases reported by DeVel, 
microscopic examination of the intestine at the 
site of perforation showing thinning of the mus- 
cular coats as the area of perforation was ap- 
proached and also some thrombosis of vessels. 
The most frequent sites of such perforations are 
the ascending and transverse colon and the 
terminal ileum. 

In conclusion it should be emphasized that a 
surprisingly large number of these congenital in- 
testinal abnormalities can be corrected surgically. 
The high mortality attending operation on new- 
born infants should not be regarded as a con- 
tra-indication to surgery. On the other hand, 
improvement in the results is dependent upon in- 
creased accuracy in diagnosis, particularly locali- 
zation, and a thorough knowledge and under- 
standing on the part of the surgeon of the various 
anomalies to be encountered. Careful and ade- 
quate pre-operative preparation is of primary 
importance, as are also gentleness of technique 
and minimal manipulation at operation. No 
infant should be denied the chance which surgery 
offers since from such treatment there is every- 
thing to gain and nothing to lose. 
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SURGERY OF THE 


HEAD 


Ersner, M. A., and Myers, D.: Outstanding 
Signs and Symptoms in Sinus Thrombosis. 
Pennsylvania M. J., 1936, 39: 570. 

Thrombosis of the lateral sinus as a complication 
of middle-ear and mastoid suppuration never fails 
to exert a mental effect. The usual textbook picture 
is rarely observed. Even after the diagnosis is made, 
the physician is still in a quandary as to the best 
plan of treatment. 

Members of the profession have apparently 
divided themselves into three groups: those who 
always ligate the internal jugular vein; those who 
never ligate the jugular vein; and those who treat 
each case individually. The third group attempt, 
by the use of their best surgical and medical judg- 
ment, to decide which cases should be treated by 
ligation and which should be treated expectantly. 

The symptoms and signs of lateral sinus throm- 
bosis may be divided into two groups—the local and 
the general. 

The general symptoms and signs include fever, 
chills, convulsions, changes in the pulse, mental 
disturbances, changes in the blood and spinal fluid, 
and other changes revealed by laboratory studies, 
and evidences of metastases to various parts of the 
body. 

The local signs and symptoms are centered about 
the external surface of the mastoid and the mastoid 
cavity, and vary with the type of mastoid and the 
condition of the lateral sinus and the internal jugular 
vein. Knowledge of the condition of these struc- 
tures is obtained by inspection, palpation, ophthalmo- 
logical observations, and various diagnostic tests. 


GENERAL SIGNS AND SYMPTOMS 


Fever. Elevation of the temperature is the most 
common sign, occurring in 87.5 per cent of the cases. 
It is of the steeplechase type with frequent remis- 
sions. At the onset of phlebitis or sinus thrombosis 
the temperature may remain at a sustained level for 
several days. When a thrombus is formed, the 
fever is intermittent. In phlebitis, the fever is re- 
mittent but never intermittent. Chills concurrent 
with a rise in the temperature in the presence of an 
ear infection should lead to the suspicion of lateral 
sinus involvement. 

Chills. The next most prominent sign in sinus 
thrombosis is chills, which occur in about 47.5 per 
cent of the cases. There may be a high temperature 
with an abrupt remission and chills; an elevation of 
the temperature without chills; or no fever or chills, 
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but profuse sweats. The chill is an inconstant factor, 
but of the utmost importance. 

Convulsions. Convulsions are rather infrequent. 
They occur as the result of toxemia, especially in 
children. 

Pulse changes. The pulse rate invariably parallels 
the temperature. 

Mental disturbances. The patient is usually 
mentally alert during remissions of the fever, but at 
the height of the fever and during a chill is apt to 
be drowsy and apathetic. 

Blood cultures. Blood cultures are of value only 
when they are positive. They are positive in from 
20 to 50 per cent of cases. A positive blood culture 
is an indication of infection and, when considered 
with the other signs, is an aid in the diagnosis. 
Positive blood cultures may be found in practically 
every acute infection. A negative culture does not 
rule out the presence of infection in the lateral sinus. 
The organism most often isolated in such infection 
is the streptococcus hemolyticus. 

Changes in the blood. A progressive reduction in 
the hemoglobin and the red cells in the presence of 
sepsis indicates a hemolytic infection and a depres- 
sion of the hematopoietic system. 

Changes in the spinal fluid. The Tobey-Ayer 
test gives positive results in a varying percentage of 
cases, but the incidence of error is high. 

Metastasis. Metastasis is due to bacteriemia and 
does not depend solely on disorganization of the 
thrombus. Metastasis occurring in the muscles and 
about the joints is usually a favorable sign as it 
often acts as a fixation abscess, clearing the blood 
stream of organisms. Metastasis occurring in a 
viscus is usually an unfavorable sign. 


LOCAL SIGNS AND SYMPTOMS 


Neck rigidity should be judged by careful palpa- 
tion. It may be due to injury of the sternocleido- 
mastoid muscle at the time of operation or, espe- 
cially if there has been a preceding sinusitis, ton- 
sillitis, or pharyngitis, to cervical adenitis. 

The anterior border of the sternocleidomastoid 
muscle should be palpated for evidence of tenderness 
along the course of the internal jugular vein. Deep 
tenderness may be due to involvement of the in- 
ternal jugular vein. 

At the time of operation, the presence or absence 
of a thrombus may be determined by palpation. 
When a thrombus is present the sinus has a doughy 
feel, often pits on pressure, and may pulsate. A 
perisinous abscess without a fibrinous exudate or 
granulation-tissue covering is most dangerous. 
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Discoloration of the surface of the lateral sinus 
is not an index of the contents of the lumen. 

Ligation of the jugular vein is not entirely satis- 
factory in solving the therapeutic problem. 

In sinus thrombosis it is necessary to overcome 
infection, septicemia, thrombosis, embolism, and 
metastasis. In combating these conditions both 
medical and surgical measures are used. The 
medical treatment consists of the administration 
of tonics, repeated blood transfusions, chemo- 
therapy, and the administration of autogenous and 
stock vaccines and of specific and non-specific 
sera. 

The surgical treatment consists of evacuation of 
the thrombus from the lateral sinus, if such a 
thrombus is present, and obliteration of the sinus 
by packing. 

The third surgical principle is ligation of the in- 
ternal jugular vein to obliterate the channel carry- 
ing the infection. Frequently, however, the collat- 
eral circulation is overlooked. 

Of the cases reviewed by the authors, metastasis 
occurred after ligation in 33 per cent. 

If, in the authors’ cases, an occluding thrombus 
that can be easily removed is found and free bleeding 
is obtained from both ends, the lateral sinus is 
merely blocked by packing and nothing is done to 
the internal jugular vein. Ifa phlebitis of the lateral 
sinus is found in the absence of thrombosis, the sinus 
is incised and obliterated and no treatment is given 
the jugular vein. If a thrombus is found and bleed- 
ing from the lower end cannot be obtained in the 
presence of severe septicemic symptoms with local 
physical signs in the neck indicating extension of 
the thrombotic process downward, the internal 
jugular vein is always ligated. 

CwarLes E. H. Bates, M.D. 


Merle D’Aubigné, R.: Chronic-Intraparotid Ade- 
nopathies (A propos des adénopathies chroniques 
intra-parotidiennes). J. de chir., 1936, 47: 792. 


Chronic intraparotid adenopathies may be con- 
fused with tumors of the parotid gland. The author 
reports three cases of tuberculous adenitis and one 
case of malignant lymphogranuloma in which opera- 
tion was performed for a supposed mixed tumor of 
the parotid. 

There are three groups of lymphatic glands con- 
nected with the parotid: a superficial pre-auricular 
group, two extraglandular, subaponeurotic groups, 
and a deep intraglandular group. The deep lym- 
phatic glands, from four to ten in number, are 
usually situated in the cellular tissue which separates 
the superficial and deep lobes of the parotid. Some- 
times, however, they lie in the parenchyma of the 
superficial or deep lobes of the gland. They drain 
the skin of the frontal and temporal regions, a part 
of the face, and the eyelids, and receive the lym- 
phatics of a good part of the ear, not only the exter- 
nal ear but also the tympanic membrane and the 
eustachian tube. These facts explain why tuber- 
culosis of these glands is not so common as tuber- 
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culosis of the cervical glands, which drain the 


mouth and pharynx. 

The differentiation of intraparotid adenopathy 
from parotid tumor is important as the treatment 
indicated for the two conditions is different. A 
careful study should be made of the regional and 
distant gland groups, the entire body examined for 
signs of tuberculosis, the family history studied, 
and a cell count made. Hodgkin’s disease is charac- 
terized by polynucleosis and eosinophilia. If the 
differentiation cannot be made in any other way, 
biopsy should be done. If biopsy is unsuccessful, 
surgical removal is indicated. As it is claimed that 
surgical removal hastens the inevitable end in 
Hodgkin’s disease, the surgical specimen should be 
very carefully examined histologically. 

AuprEY Goss Morean, M.D. 


EYE 


Troncoso, M. U., and Castroviejo, R.: Micro- 
Anatomy of the Eye with the Slit-Lamp 
Microscope. Part I. Am. J. Ophth., 1936, 109: 
371, 481. 


In this very detailed and exquisitely illustrated 
article, consisting of two parts (a third part will 
appear later), the authors report the findings of 
the use of the slit-lamp microscope for anatomical 
investigation of the anterior segment of the eye, 
especially in the mammalia. 

After examining the angle in living animals with 
the gonioscope, they enucleated the eyes for the 
slit-lamp study. They point out the advantages of 
observing the structures from in front under high 
magnification instead of by the ordinary method of 
reconstruction by serial sections which must be 
examined, sometimes by the hundreds, to obtain a 
clear idea of the structure of the region. Under 
examination with the slit lamp, the frontal aspect 
appears strikingly beautiful in mammalia. By 
following the tissues to the edge of the bisected eye, 
a much better understanding of the arrangement of 
the structures and of their mutual relations may be 
obtained. The authors have used dry preparations, 
placing the specimens in a special stand devised by 
them, which can be adjusted for observations in 
any plane and is attached to the stem of the chin 
rest of the ordinary slit lamp. They have used also 
wet preparations, placing the specimens under 
water in special jars of perfectly optical thin glass. 

The same technique was used for pathological 
specimens with strikingly good results. 

The authors emphasize that, in addition to 
examination by the two methods, dry and wet, a 
careful dissection of the specimens under the micro- 
scope, with tearing and separation of the various 
structures, layer by layer, and a study of their 
mutual relations is of importance. With some care 
they have been able to probe Schlemm’s canal with 
the fine wire of a hypodermic needle, and by dissec- 
tion to observe the structure of the trabeculum in a 
flat preparation. Leste L. McCoy, M.D. 
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Kluever, H. C., and O’Brien, C. S.: Panophthal- 
mitis Due to Clostridium Welchii. Arch. 
Ophth., 1936, 15: 1008. 

The authors review cases of clostridium welchii 
infection of the eye which have been recorded in the 
literature and report in detail a case of their own. 

Their patient was a farmer who was struck in the 
right eye by a fragment of steel while he was work- 
ing with a punch and hammer on a farm tractor. 
Within a few hours after the injury fulminating 
panophthalmitis with gas in the anterior chamber 
developed. A clinical diagnosis of infection with gas 
bacilli was made. Evisceration of the eye and the 
administration of polyvalent gas-gangrene antitoxin 
were followed by recovery. Clostridium welchii 
was isolated in pure culture from the anterior cham- 
ber. Lestre L. McCoy, M.D. 


Kirwan, E. O’G.: The Etiology of Chronic Primary 
Glaucoma. Brit. J. Ophth., 1936, 20: 321. 


Epidemic dropsy is the only known general disease 
of which glaucoma forms an integral part. Hence it 
is the most important lead we have with regard to 
the pathogenesis of glaucoma. 

In epidemic dropsy, whether considered from the 
general, ophthalmological, or dermatological aspect, 
there is never any evidence of inflammation. The 
two outstanding manifestations are vasodilatation of 
the whole capillary system and increased permea- 
bility of the capillary endothelium. 

In the eye, microscopic examination of the filtra- 
tion angle shows that the canal of Schlemm and the 
tissues in the immediate vicinity present no abnor- 
malities as regards either cellularity or fibrosis. 
There is an enormous dilatation of the capillaries of 
the choroid, but no evidence of an inflammatory 
process in the uveal tract. 

Glaucoma associated with epidemic dropsy is 
characterized by very high tension occurring in 
both eyes at the same time, failure of miotics to 
reduce the tension, a normal or deep anterior cham- 
ber, and absence of inflammation and external signs 
of congestion. It may occur at any age and may be 
the first manifestation of the toxemia. 

In the treatment, anterior sclerotomy is of very 
little value. In all of the author’s cases in which this 
was done, sclerocorneal trephining was necessary 
later. 

The primary factors in the production of an in- 
crease in the aqueous humor in the eyeball are: (1) 
a decrease in the colloid osmotic pressure of the 
serum, (2) an increase in the permeability of the 
capillary walls such that the albumin molecules can 
pass through from the capillaries into the aqueous 
humor, and (3) an increase in the hydrostatic pres- 
sure in the blood capillaries. 

Lesiie L. McCoy, M.D. 


Samuelson, A.: Primary Tuberculosis of the Con- 
junctiva. Arch. Ophth., 1936, 15: 975. 


Primary tuberculosis of the conjunctiva is a very 
rare condition, being found in only 1 of 30,000 cases 
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of ocular disease. As a rule the process is localized 
to the palpebral conjunctiva and is characterized 
by ulcers, granulations, or proliferations of the con- 
junctiva. Usually the tubercle bacillus cannot be 
found. As there is always swelling of a pre-auricular 
gland, the condition has frequently been diagnosed 
as Parinaud’s conjunctivitis. However, the latter 
should be regarded as a syndrome of which tuber- 
culosis of the conjunctiva is only one cause. To 
determine the condition responsible for it, microscopic 
examination of the tissue and the lymph node as 
well as cultures may be necessary. 

Samuelson reports three cases of primary tuber- 
culosis of the conjunctiva, all of which were quite 
typical. In one, the bacilli were of the human 
tubercle bacillus type. The patients were ten, four- 
teen, and twenty-eight years of age. In none of 
the cases was it possible to determine the source of 
the infection, and in none had an injury been 
sustained prior to the onset of the disease. In all, 
Finsen treatment proved sufficient to cure the con- 
junctival lesion with good cosmetic results. 

Formerly, the prognosis of primary tuberculosis 
of the conjunctiva was believed to be very grave, 
but today has apparently been improved by the 
use of Finsen therapy. 

Wititam A. MANn, Jr., M.D. 


EAR 


McNally, W. J., Stuart, E. A., Reid, T. F., and 
McConnell, L. H.: An Experimental Investiga- 
tion of Tinnitus. J. Laryngol. & Otol., 1936, 51: 363. 


This article reports a study of nineteen cases of 
tinnitus taken at random without regard to the 
character, duration, or intensity of the symptom, 
the type of associated deafness, or the patient’s age. 
In the majority of the cases the chief complaint was 
the tinnitus rather than deafness. 

Practically all of the experiments carried out were 
directed toward altering the cerebral circulation by 
the administration of drugs acting on the sympa- 
thetic or parasympathetic systems, such as ephedrin 
hydrochloride, ergotamin, mecholyl, and bellafoline; 
injection of the sphenopalatine ganglion; the in- 
travenous injection of glucose; or the application of 
a constricting band about the neck. In three of 
four cases in which the stellate ganglion was removed 
surgically, the tinnitus decreased. 

In summarizing their results the authors state that 
in most cases the tinnitus remained unaffected by 
alteration of the cerebral circulation. 

Joun F. Depa, M.D. 


MOUTH 


Hofer, G.: Resection of the Base of the Tongue 
(Ueber Resektion des Zungengrundes). Ztéschr. f. 
Hals- usw. Heilk., 1935, 38: 194. 


Many tumors, even when they extend to or into 
the epiglottis, can be removed radically by resection 
of the base of the tongue. The best operative ap- 
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proach for this procedure is through the hypothy- 
roid space. As the typical subhyoid pharyngotomy 
in its classical form does not yield sufficient ex- 
posure, the author recommends the modification of 
Hajek and Hofer, namely, temporary section of 
the hyoid bone or, if paramedian section is not de- 
sired, lifting of the entire hyoid bone upward, which 
becomes easily possible after division of the infra- 
hyoid and sublingual muscles. The modified sub- 
hyoid pharyngotomy for resection of the base of the 
tongue therefore consists of bilateral paramedian 
division of the hyoid bone or total separation of the 
muscle fibers inserted into the tongue from the hyoid 
bone, followed by displacement of the latter upward. 

The difficulties and the dangers for the patient 
begin after the operation. These are difficulty in 
swallowing and the danger of postoperative aspira- 
tion of wound secretions. The disturbance of the 
swallowing mechanism is due to the absence of the 
protecting tongue base and the epiglottis and to 
immobilization of the musculature which raises the 
larynx in the act of swallowing. The difficulty in 
swallowing after total extirpation of the tongue is 
practically irremediable and nearly always renders 
it necessary to perform a secondary laryngectomy to 
close off the airway from the pharynx. After partial 
resections there is a possibility that the normal 
ability to swallow may be restored to a certain de- 
gree by suitable exercises. 

The resection should not extend beyond the re- 
gion of the foramen cecum. During the operation 
most careful protection of the airway is essential. 
This requires preliminary tracheotomy and careful 
walling off of the larynx with a tampon. The tam- 
pon should be left in the airway for several days 
after the operation, until the postoperative second- 
ary infection of the wound has been cleared up by 
the elimination of necrotic particles. It is advisable 
to perform the preliminary tracheotomy and liga- 
tion of the lingual artery as a first-stage operation. 
Most careful removal of lymph nodes is essential. 

Rosert H. Ivy, M.D. 


NECK 


Peterson, E. W., and Meeker, L. H.: Tumors of the 
Carotid Body. Ann. Surg., 1936, 103: 554. 

From the records of members of the New York 
Surgical Society and of the New York Postgraduate 
Hospital the authors collected eighteen cases of 
tumor of the carotid body, the largest series to be 
reported to date. Eleven of the subjects were 
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females. The ages of the patients ranged from 
twenty-five to fifty-six years and averaged thirty 
eight years. The length of time the tumor had been 
present varied from four months to thirty years. 
In the operative cases there were no surgical deaths, 
but five deaths from malignancy occurred four, 
eight, nine, forty-eight, and forty-eight months 
respectively after the operation. Malignancy oc- 
curred in from 45 to 50 per cent of the cases. Of 
seven patients who were subjected to carotid liga- 
tion, three developed cerebral lesions due to impair- 
ment of the circulation. 

The authors discuss briefly the anatomy, embry- 
ology, and pathology of the tumors, the origin of 
the carotid bodies from the neural tube, and the 
differentiation of these bodies into chromaffin-cell 
and sympathetic ganglion-cell masses. They state 
that because of the inconstancy of its presence, its 
atrophy at puberty, and the questionable results 
of experimental work regarding it, the carotid body 
is probably quite unimportant and probably does 
not have an internal secretion. 

Tumors of the carotid body are usually single, 
smooth, deeply situated, slowly growing, painless, 
firm, and elastic neoplasms. They are movable 
laterally but not vertically, and show transmitted 
but not expansive pulsations. They occur at the 
bifurcation of the common carotid. The only symp- 
toms and signs of the presence of such a neoplasm 
are a palpable mass and symptoms such as may be 
ascribed to pressure on the vagus or the pharynx. 

The authors advise surgical removal of the tumor 
although it has a mortality of more than 30 per cent. 
They cite a case reported by Bevan in 1929 in which 
cure was obtained by roentgen irradiation, but state 
that such treatment is usually unsatisfactory. 

They recommend the following approach to the 
problem of treatment: 

1. Early diagnosis. 

2. Digital compression of the common carotid 
several times a day to promote collateral cerebral 
circulation, or the application of a compression 
band to the artery to slow its blood flow. 

3. Exploratory operation with biopsy to deter- 
mine whether the tumor is benign or malignant. 

4. If the tumor is malignant and if no signs 
of impairment of the circulation have followed 
the preliminary treatment, complete removal of the 
neoplasm. If the preliminary tests show that the 
carotid vessel cannot be ligated without producing 
hemiplegia, treatment by irradiation. 

G. Dantet DeEvprat, M.D. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Rand, C. W.: Alterations in the Visual Fields Fol- 
lowing Craniocerebral Injuries. Arch. Surg., 
1936, 32: 945. 

In craniocerebral injuries the entire cerebral path- 
way from the retina to the occipital lobe may be in- 
volved. Retinal and preretinal hemorrhages, edema 
about the macula, commotio retine, and detachment 
of the retina follow direct injury to the eyeball or 
occur secondarily to head trauma. The visual dis- 
turbances secondary to commotio retine or hemor- 
rhage tend to clear up, whereas those consequent 
to detachment of the retina are permanent unless 
they are corrected surgically. Rarely, unexplainable 
transient choked disk occurs. Most frequently, 
choking of the disk accompanies chronic subdural 
hematoma, abscess of the brain, or pneumocephalus. 
Loss of vision following hemorrhage into the orbit is 
slowly progressive. Hemorrhage under the sheath of 
the optic nerve, frequently associated with fracture 
of the orbit, impairs or destroys vision. Rupture of 
the central artery or vein or acute angulation at their 
point of emergence from the nerve causes blindness. 
The optic nerves may be severed by a bullet. Or- 
bital fractures, especially those involving the optic 
canal, cause monocular blindness and, in rare in- 
stances, binocular blindness. 

Chiasmatic lesions are thought to be caused by 
contrecoup, especially from a blow on top of the 
head. The chiasma usually splits anteroposteriorly. 
Lesions of the optic tracts cause homonymous hemi- 
anopsia. Lesions of the occipital lobes cause ho- 
monymous quadrantopsia, altitudinal hemianopsia, 
and visual aphasia. Following concussion, transient 
blindness is not infrequent. Alterations of the visual 
fields due to hysteria are more common than those 
due to organic causes. Three types of changes are 
characteristic: concentric contraction of the field 
with or without central amblyopia, tubular fields, 
and reversal of color fields. 

The author gives a brief résumé of the literature 
on alterations of the visual fields following cranio- 
cerebral injuries and reports twenty-four cases 
showing such changes. Davin J. IMpastato, M.D. 


Deery, E. M.: Remarks on the Effects of Roentgen 
Therapy upon the Gliomas. Bull. Neurol. Inst. 
New York, 1936, 4: 572. 

Although exact knowledge of all of the effects of 
roentgen irradiation upon gliomas is lacking, the 
clinical indications for this treatment are now fairly 
standardized and it has come to be used in practi- 
cally all cases. Surgery, even if done only for de- 
compression, should always precede the irradiation. 


NERVOUS SYSTEM 


From the therapeutic standpoint, cases of glioma 
are divided into three groups: (1) those in which 
direct surgical attack on the tumor is impossible; 
(2) those in which complete removal is impossible; 
and (3) those in which the situation or character of 
the growth preclude anything except the removal 
of a small biopsy specimen of the tumor. Since only 
a minority of gliomas can be removed completely, 
irradiation, if it is beneficial, is of the utmost 
importance. 

From many points of view information is still 
needed with regard to the effect of irradiation on 
various types of glioma. The author discusses some 
of the literature to show what has been learned and 
the methods by which the problem has been ap- 
proached. It is apparent that conclusions as to the 
beneficial effect of roentgen or radium therapy are 
still vague and based chiefly on apparent clinical 
improvement. Articles dealing specifically with the 
histopathological effects of irradiation on gliomas 
have been few. 

Deery reports a study of cases of glioma treated 
at the Neurological Institute of New York which he 
made in an attempt to correlate the clinical observa- 
tions with the histopathological changes seemingly 
due to irradiation. Many of the cases observed were 
excluded from the study because the requirements 
for acceptance were the removal of a generous 
operative specimen, followed by adequate irradia- 
tion, followed by the removal of a generous second 
operative specimen or autopsy. Only fifty cases met 
these requirements, but these included all of the 
currently recognized types of glioma. From the 
clinical standpoint, the survival period—the time 
from the onset of the first neurological sign or 
symptom to death—was considered the only exact 
criterion by which the results of the irradiation 
could be judged. 

Correlation of the clinical, operative, radio- 
therapeutic, and histopathological aspects was 
found to be impossible. To explain the failure the 
author cites in detail a number of cases which 
showed numerous discrepancies. Although he is 
convinced that irradiation influences the course of 
many gliomas favorably, he is equally certain that 
at the present time this cannot be shown statistically 
with any fairness to irradiation therapy. He states 
that he is unable to present a detailed analysis of 
the various groups of gliomas studied because the 
statistics, carefully compiled as they were, lack 
comparability. 

As examples of changes which he believes were 
brought about by irradiation, he reports four cases 
from the histopathological viewpoint with photo- 
micrographs. He admits and emphasizes that these 
cases were selected, but states that the fields shown 
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were representative fields of the tumors before and 
after irradiation. Comparison of the pre-irradiation 
and post-irradiation specimens has convinced him 
that irradiation sometimes causes marked retro- 
grade changes in the tumors as judged from their 
microscopic appearance. 

In summarizing, he says: 

Some of the gliomas of each type showed striking 
histopathological changes which it seemed reason- 
able to credit to the irradiation. Others showed less 
convincing changes, and still others none. 

The histopathological changes considered due to 
the irradiation seemed primarily effects upon the 
tumor cells. Frequently there were manifestations 
of cell injury which, when severe, resulted in death 
of the cell. There was an increase of necrosis and 
often an appreciable reduction of the cellularity of 
the growth as determined by cell counts. Also as 
determined by counts, mitotic figures in general 
were less frequent following the irradiation. Post- 
irradiation specimens sometimes showed the appear- 
ance of, or an increase in, giant-cell forms. 

The impression was gained that the blood-vessel 
and connective tissue phenomena commonly seen 
after irradiation are secondary and essentially in- 
cidental changes. 

Histopathological changes caused by the roentgen 
therapy were found not only in tumors of a low 
order of differentiation, such as medulloblastomas, 
but also in tumors of a high degree of maturity, 
such as astrocytomas. 

Attempts to determine the relative sensitiveness 
of the various gliomas to irradiation therapy should 
be based on larger numbers of cases than are seen 
at any one clinic. From comparable cases collected 
from many clinics, much valuable information 
should be gained. The histopathology, survival 
period, and total quantity of irradiation given should 
be correlated. 

From the study herewith reported and recent 
studies of collected cases it appears that exact in- 
formation regarding the reaction of gliomas to 
irradiation will require the acceptance and adoption 
of very clearly defined standardizations of certain 
factors which directly affect the statistics of the 
problem. Chief among such factors are the de- 
scription of the location and size of the tumor and 
of the operative procedure carried out on the neo- 
plasm, standardization of the pathologist’s con- 
clusions regarding the malignancy of the given 
tumor, and agreement as to what constitutes ade- 
quate irradiation dosage and comparable roentgen- 
therapy technique. ApotpH Hartune, M.D. 


Capella, F.: A Voluminous Neurofibroma of the 
Hypoglossal Nerve in a Case of Familial Reck- 
linghausen’s Disease (Voluminoso neurofibroma 
del nervo ipoglosso in un caso di malattia di Reck- 
linghausen familiare). Riv. di chir., 1936, 2: 169. 


Capella reports the occurrence of von Reckling- 
hausen’s disease in a mother and three daughters. 
The father and two sons were unaffected. The 





mother showed only cutaneous tumors; one daugh 
ter, pigmentation only; and another daughter, pig 
mentation, subcutaneous tumors, and small tumors 
of the nerves. The third daughter, aged twenty-six 
years, had subcutaneous tumors, scattered small 
tumors of the nerves, and a large neurofibroma of 
the hypoglossal nerve. The latter growth, first 
noticed seven years previously, had increased 
rapidly within the last year, causing dysphagia, 
dyspnea in the supirie position, pain radiating to 
the mastoid and jaw, and a change in the voice. At 
the time of operation the tumor occupied the parotid 
and upper two-thirds of the sternocleidomastoid 
regions. It had burrowed deeply inward at the 
carotid bifurcation and upward between the internal 
carotid artery and the deep jugular vein, and had 
wedged itself between the mastoid and styloid 
processes. It was encapsulated and firmly adherent 
to the deep fascia. The hypoglossal nerve spread 
out and disappeared in its upper pole. The growth 
was completely removed, but the nerve was neces- 
sarily sacrificed. The tumor measured 7 by 5 cm. 
and weighed 85 gm. Histologically it was a typical 
neurofibroma. Three months after the operation 
the patient still showed deviation of the tongue and 
experienced some difficulty in chewing and swal- 
lowing. 

In the discussion the author calls attention to the 
difficulty of differential diagnosis between a carotid- 
gland tumor and a solitary neurofibroma in the 
carotid area. The literature contains a number of 
cases of nerve tumors in this location which required 
operation, but they appear to have been solitary 
neurinomas. Capella has found only two reports of 
operations for neurofibromas of the cervical region 
in von Recklinghausen’s disease—one by Stuttgart 
and the other by Lecierc and Pont, both published 
in 1932. In the case reported by Stuttgart the 
tumor was presumably connected with the vagus. 
In that reported by Leclerc and Pont it developed 
from the carotid region toward the maxillary 
pharyngeal space and produced the Claude Bernard- 
Horner syndrome. Neurofibromas of the hypo- 
glossus are extremely rare. Capella knows of only 
two which were treated surgically—one reported by 
Worster-Drought and Hill in 1929, and the other 
by Eisenberg in 1936. As neither was associated 
with von Recklinghausen’s disease, Capella con- 
cludes that the case he reports was the first in which 
operation was performed for a proved neurofibroma 
of the hypoglossus in that condition. 

The article is accompanied by photomicrographs 
and an extensive bibliography. 

M. E. Morse, M.D. 


SPINAL CORD AND ITS COVERINGS 
Watkins, K. H.: The Bladder Function in Spinal 
Injury. Brit. J. Surg., 1936, 23: 734. 


After reviewing the innervation of the bladder and 
the mechanism of urination, the author reports a 
study of bladder pressures and the mechanism of 
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urination in seven cases of spinal injury. He found 
that in cases of lesions of the conus and cauda equina 
the detrusor muscle had lost its function of powerful 
contraction, but the patient was able to empty the 
bladder by utilizing the abdominal muscles. In 
cases of complete transverse cord lesions the be- 
havior of the detrusor muscle was very different. In 
the presence of active lower spinal segments, de- 
trusor contraction similar to normal continued to 
take place. Although the sphincter muscles are 
paralyzed in regions of the conus and cauda equina, 
considerable resistance is required to empty the 
bladder. The author believes this depends upon the 
pressure and elasticity of the tissues surrounding the 
urethra in the region of the triangular ligament. 

The findings of his study emphasized the funda- 
mental importance to bladder function of active sa- 
cral spinal segments. The influence of these segments 
below a complete transverse lesion promotes a per- 
fect reflex micturition which differs essentially from 
the normal in being entirely independent of bladder 
control. However, in cases of lesions of the conus 
and cauda equina there is less discomfort from the 
loss of bladder function than in cases of transverse 
cord lesions. In the former, the resistance of the tis- 
sues about the bladder neck prevents the escape of 
fluid and the patient can be trained to empty the 
bladder by contraction of the abdominal muscles, 
whereas in the latter there is an entirely reflex 
micturition which he is unable to control. 

ROBERT ZOLLINGER, M.D. 


SYMPATHETIC NERVES 


Stookey, B.: Neurosurgical Measures for the Relief 
of Pain. Surg. Clin. North Am., 1936, 16: 637. 


Neurosurgical measures for the relief of pain 
should be used as soon as it has been determined 
that the pain cannot be relieved by attacking the 
primary disease and if it is known, from the nature 
of the affection, that the pain will probably persist 
or increase. 

Relief of pain may be attempted by injection of 
alcohol into the nerve trunks (intraneural injection), 
about the nerve trunks (perineural or paravertebral 
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block), or into the subarachnoid space. Alcohol in- 
jected into the peripheral nerves causes degeneration 
of the sensory fibers, the degree of which depends on 
the amount of alcohol injected. The effect is greater 
on the sensory than on the motor fibers. Therefore 
the injection of 85 per cent alcohol into a nerve trunk 
may interrupt transmission of the sensory impulse 
without interrupting the motor impulse. Intra- 
neural injection is more effective than perineural 
injection. The duration of the relief of the pain is 
dependent in part upon whether the injection was 
made into or around the nerve. It generally ranges 
from six months to a year. Less frequently, it may 
be as long as two years. As the injection does not 
destroy the cell bodies, regeneration with ultimate 
return of the symptoms takes place. The injections 
may be repeated a number of times, but in many in- 
stances the scar tissue that eventually forms in and 
about the nerve makes the injection of alcohol no 
longer possible so that dorsal root section or some 
other surgical procedure must be performed. For 
this reason neurosurgeons prefer primary opera- 
tion. 

Relief of pain may be obtained surgically by sec- 
tioning the peripheral nerves, the dorsal roots, the 
spinothalamic tract (chordotomy), or section of the 
crossing pain and temperature fibers as they pass in 
the anterior commissure to reach the opposite side 
of the cord (myelotomy). As regeneration usually 
occurs following section of the peripheral nerves, 
section of the dorsal roots is preferable. When it is 
properly performed, dorsal root section brings about 
total and permanent anesthesia to all forms of sen- 
sation. Chordotomy, which is employed for the 
relief of pain from diseases of the extremities or of 
the abdominal and thoracic viscera, causes loss of 
pain and temperature sensation only. If the in- 
cision into the spinal cord is made accurately, motor 
paralysis does not follow. Myelotomy is performed 
for bilateral painful affections of the upper extremi- 
ties. 

The author gives the indications and carefully 
describes the procedures and operations of this in- 
teresting and important field of neurosurgery. 

Davin J. Impastato, M.D. 








CHEST WALL AND BREAST 


Heiman, J., and Krebiel, O. F.: The Influence of 
Hormones on Breast Hyperplasia and Tumor 
Growths in White Rats. Am. J. Cancer, 1936, 27: 
450. 

The variations occurring in transplanted benign 
fibro-adenomas of the rat’s breast cannot be 
attributed solely to variations in the implant. 
Endogenous endocrine factors in the host probably 
play a part in their causation. In pregnant rats the 
transplants grow rapidly and often develop into 
pure adenomas. During pregnancy the breast is 
under continuous stimulation by estrogenic hor- 
mones, which may affect the transplanted tumor. 

The increase in the rate of growth and number of 
takes of these tumors in male castrates bears some 
relation to endocrine imbalance. The decrease in the 
rate of growth and number of takes in female cas- 
trates may also bear some relation to such an im- 
balance. 

In experiments reviewed by the authors Antuitrin 
S and theelin in combination increased the incidence 
of tumor growth in both male and female castrates. 
Antuitrin G, Antuitrin S, or theelin injected singly 
or in combination caused no morphological changes 
in the transplanted tumor. Antuitrin S or Antuitrin 
G and theelin in combination produced a definite 
increase in breast hyperplasia, leading to the forma- 
tion of benign fibro-adenomas. 

After growing in young sexually immature rats, 
the transplanted fibro-adenoma becomes a cellular 
fibroma or sarcoma. After passing through several 
generations, the cellular fibroma or sarcoma retains 
the same morphological characteristics even when 
it is implanted into adult or old animals. 

CHARLES Baron, M.D. 


Nicolson, W. P., and Berman, M. D.: Carcinoma of 
the Breast. Ann. Surg., 1936, 103: 683. 


This is a report on more than 250 cases of carci- 
noma of the breast admitted to the Steiner Cancer 
Clinic over a period of years, with special reference 
to the incidence of five-year cure. In a number of 
the cases the cancer was a recurrence which had 
developed after a previous operation or the condi- 
tion was too far advanced for any except palliative 
measures. Seventy-four of the cases were operable 
according to the standard of Lee, viz., cases with 
or without invasion of the axillary lymph nodes in 
which the tumor was not fixed to the chest wall. 
However, this standard was used mainly for the 
statistical study as many patients declared in- 
operable were operated upon radically for palliation. 

In over 75 per cent of the cases the first sign of 
the cancer was a lump in the breast. Pain in the 
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breast was the first symptom in 8 per cent. Other 
initial symptoms occurred in fewer than 3 per cent 
each. Of the 179 patients in whom the first sign 
was a lump in the breast, 47 were regarded as 
operable and 15 remained free from symptoms at 
the end of five years after operation. Of 19 patients 
whose initial symptom was pain, 6 were subjected 
to operation and 2 of the latter remained free from 
symptoms at the end of five years. Of the 40 other 
patients, 18 were treated by operation and 7 of the 
latter remained free from symptoms after five years. 
Some of the presenting symptoms, such as painful 
swelling of the arm, diffuse involvement of the 
breast, pain in the lower part of the back, and a 
lump in the supraclavicular region, seemed to 
indicate a more unfavorable prognosis. In addition 
to operation, a definite routine pre-operative and 
postoperative x-ray therapy was carried out. 

A study of the incidence of carcinoma of the 
breast at various ages indicated that the condition 
frequently develops in persons much younger than 
the generally recognized cancer age. In such per- 
sons the incidence of five-year cure is relatively high. 
In the cases of patients between the ages of forty- 
six and fifty years there is an unexplained drop in 
the incidence of five-year cure. 

The 1 male among the patients whose cases are 
reviewed by the authors was inoperable. 

In unmarried women the incidence of cancer of 
the breast is lower than in married women, but the 
incidence of five-year cure is lower than in married 
women or widows. The findings of a study of the 
effect of the number of lactations on the incidence 
of cancer of the breast seemed to indicate that, 
while in women who have borne children the inci- 
dence of breast cancer is over 3 times the incidence 
in nulliparous women, operability and the incidence 
of five-year cure are also higher in the former, espe- 
cially in women who have had 2 or more lactations. 

The degree of malignancy of the tumors was 
determined by 2 methods, one based on the clinical 
findings and the other on the histological findings. 
Neither was infallible, but in general the clinical 
grading was of more aid in determining the prog- 
nosis than the histological grading. It was suggested 
that the pathologist, as one member of the ‘‘cancer 
team,” should have sufficient clinical data to enable 
him to grade tumors more accurately. 

The great majority of the lesions in the reviewed 
cases occurred in the upper portion of the breast. 
This fact is attributed to the erect position with 
consequent traction, disturbance of the circulation, 
and imperfect lymphatic drainage of the upper half. 
Tight brassieres also interfere with the circulation. 
The use of a supporting garment which does not 
cause constriction should considerably reduce the 
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incidence of breast lesions. In cases of pendulous 
heavy breasts plastic operations may be indicated. 
Jay E. Tremaine, M.D. 


Portmann, U. V.: A Comparison of the Results in a 
Series of Cases of Carcinoma of the Breast 
Treated by Postoperative Roentgen Therapy 
for Prophylaxis, with a Similar Series in — 
Operation Was the Only Treatment. Am. J. 
Cancer, 1936, 27: I. 

The medical literature of the last twenty years 
has been replete with reports dealing with the cura- 
bility of carcinoma of the breast by radical opera- 
tion. According to 44 statistical reviews studied by 
the author, the incidence of five-year survival 
ranged from 15 to 50 per cent and averaged 28 per 
cent. The variations in the results of different sur- 
geons must be attributable to differences in the 
carcinomas treated, the low incidences of survival 
occurring in the cases in which operation was per- 
formed in the more advanced stages of the disease 
and the high incidences in those in which operation 
was performed only in the earlier stages. 

Other reports deal with series of cases operated 
upon by several surgeons, and with comparisons 
between series of cases treated by operation alone 
and by operation combined with irradiation. These 
reports vary so greatly that many investigators 
have drawn the unjustified conclusion that irradia- 
tion does not increase the period of survival and may 
indeed lessen it. In such comparisons account is 
seldom taken of the fact that it is usually the patient 
with advanced cancer, whose condition is more or less 
hopeless, who receives irradiation as palliative treat- 
ment while the more easily curable patient suffering 
from early cancer without metastases is treated by 
operation alone. In the drawing of conclusions re- 
garding the results of any type of treatment of 
cancer of the breast and in the comparison of differ- 
ent methods of treatment it is necessary to take into 
account: (1) the time at which the treatment was 
given, (2) the technique used, (3) the aim of the 
treatment, whether cure or palliation, and (4) the 
type of the growth treated. 

Irradiation treatment given previous to 1920 must 
be regarded as empirical and experimental. Methods 
have progressed and techniques have been improved 
greatly in the last six years. As irradiation may be 
given for palliation, for cure, or for prophylaxis, 
conclusions must be drawn with these differences 
clearly in mind. The grouping of malignant tumors 
by pathologists has been based on histological char- 
acteristics. It is observed, however, that carcinoma 
of the breast may show morphological differences 
in widely separated parts of the tumor, in the glands, 
or in other structures. Therefore, in order to arrive 
at a conclusion as to the degree of malignancy of a 
given carcinoma it is necessary to take into con- 
sideration the effect of the tumor upon the breast 
as a whole and its relationship to neighboring and 
distant structures. A tumor regarded as inherently 
highly malignant on the basis of microscopic evi- 
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dence may be localized and may therefore have a 
more favorable prognosis from the standpoint of 
curability than a growth with a low degree of malig- 
nancy which has extended beyond the breast. Ac- 
cordingly, the classification of carcinomas of the 
breast on the basis of the histological findings is of 
much less importance clinically than a classification 
based on the extent of the disease. 

The author reports on 405 cases of carcinoma of 
the breast cperated upon by Crile in the period from 
1895 to 1931. In 170, the treatment consisted of 
operation alone, and in 235, of operation supple- 
mented by roentgen therapy. The cases are divided 
by Portmann into 3 groups according to a plan 
similar to that of Strenthal. Group 1 consisted of 
cases without clinical or microscopic evidence of 
metastases in the axillary lymph nodes; Group 2, 
of cases in which involvement of axillary lymph 
nodes was definitely proved by pathological examina- 
tion; and Group 3, of cases in which a large part 
of the breast was involved, or the tumor had in- 
vaded the skin and underlying structures, or the 
supraclavicular nodes were enlarged. 

These groups are divided into 2 series—one 
treated by operation alone, all by one surgeon 
(Crile), and the other treated by operation and 
postoperative irradiation by one radiologist (Port- 
mann) with the use of a single technique. This 
technique, which was employed from 1922 to 1933 
but has now been discarded, is described in an ad- 
dendum. In all of the cases the clinical diagnosis 
was confirmed by microscopic examination. Cases 
of sweat-gland cancer, Paget’s disease of the nipple, 
papillary carcinoma, and sarcoma were excluded. 

The author compares the results in the 2 series in 
separate group and combined groups by tabulating 
the number of patients who could not be traced or 
who died with or without cancer in successive yearly 
periods up to five or more years after the operation. 
Each series is first tabulated by numbers according 
to the described grouping, and from these numbers 
tabulations are made according to percentages cal- 
culated on the basis of the total number in each 
group or series, including the cases of patients who 
could not be traced or who died of conditions other 
than cancer. There are 18 tables. 

In the cases of Group 1, those of localized growths 
with no evidence of axillary metastases, operation 
alone nearly always resulted in cure, and post- 
operative prophylactic roentgen therapy may not 
have been of benefit. These cases constituted about 
25 per cent of the total number. 

In the cases of Group 2, those with a moderate 
degree of axillary involvement and without a very 
extensive carcinoma, irradiation was beneficial and 
prolonged life by at least a year. These cases also 


constituted about 25 per cent of the total number. 

In the cases of Group 3, those of advanced car- 
cinoma, postoperative prophylactic roentgen therapy 
was beneficial and prolonged life by about a year. 
These constituted about 50 per cent of the total 
number. 
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In the irradiated series of cases the percentage of 
patients dead with cancer at the end of five years 
was 47, whereas in the non-irradiated cases it was 
53. The corresponding percentages of survivals 
were 30.6 and 37.6. The differences indicate that 
irradiation was of some, though slight, benefit. 
rt Indications of incurability of cancer of the breast 
are listed by the author as follows: 

Skin: edema (pig skin or orange-peel skin); 
brawny red induration and inflammation; multiple 
nodules; ulceration. 

Breast: edema; diffuse infiltration; multiple tu- 
mors in the breast; fixation to the chest wall. 

Metastases: numerous or fixed axillary nodes; 
supraclavicular nodes; edema of the arm; metas- 
tases in the lungs, bones, or other organs. 

Previous operation: incomplete resection. 

All of the patients who had any of these indica- 
tions of incurability fell into Group 3. A large per- 
centage of this group died soon after operation. Of 
those who were incurable, one-third died within six 
months and one-half within a year after treatment 
by operation alone. It is therefore concluded that 
operation alone did not prolong their lives. 

It appears that any operation upon a patient with 
one or more indications of incurable carcinoma of 
the breast will be of no benefit and, in fact, may be 
harmful. It is suggested that the improved methods 
of irradiation employed during the past few years 
will be of greater benefit to hopelessly incurable 
patients; that surgeons should make every effort to 
recognize the indications of incurability; and that 
when indications of incurability are present the 
treatment should consist of irradiation alone. 

J. DantEL WitteMs, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Morelli, J. B., and Morelli, A. C.: Familial De- 
velopmental Defects of the Respiratory System 
(Dysgénésie familiale du systéme respiratoire). 
Arch. méd.-chir. de Vappar. respir., 1936, 11: 63. 

The authors report the occurrence of congenital 
lesions of the respiratory tract in six members of a 
family, the father, his three children, and two uncles. 
Two of the patients presented all of the defects of 
the series: 

1. Pulmonary arteritis with dilatation of the 
arterial trunk. 

2. Multiple cysts or cystic disease of the lungs 
and abnormalities of the bronchi. 

3. A vascular hematic syndrome, the first element 
of which was constant whereas the second was 
variable, consisting of erythremia and cyanosis or 
endothelial hemorrhages. 

4. Deformity of the lower ribs, the thorax appear- 
ing ‘‘en cloche” or trapezoidal according to the 
projection. 

In the father, only one defect—the thoracic 
deformity—was present. One patient had pul- 
monary arteritis, erythremia, cyanosis, and a 
thoracic deformity which was slightly evident only 
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in the roentgenogram. Another had pulmonary 
arteritis, pulmonary cysts, erythremia, cyanosis, and 
a thoracic deformity. A fourth had pulmonary 
arteritis, erythremia, cyanosis, and possibly a few 
small pulmonary cysts. 

It is probable that the paternal grandfather who 
died at the age of seventy years was suffering from 
the same condition as he had a cyanotic coloration 
—his lips were almost black—and asthma compli- 
cated by constant progressive dyspnea. 

The occurrence of the thoracic deformity and the 
pulmonary cysts, which are recognized as congenital 
defects, and the very early and practically con- 
genital cyanosis in these patients suggest that the 
pulmonary arteritis was also a developmental de- 
fect. The familial occurrence of the defects and 
their various groupings in different members of the 
family suggest some coordinating’ factor although 
the tissues involved—ribs, lungs, pulmonary artery, 
vascular endothelium, and blood—are differentiated 
anatomically and embryologically. On the other 
hand, these tissues are related physiologically in all 
of the phases of the respiratory process—thoracic, 
pulmonary, hematic, vascular, and capillary. Func- 
tionally, the thorax, lungs, pulmonary artery, blood, 
and’ vascular endothelium may be considered as one 
large system, the respiratory system fulfilling the 
following functions: thoracic movement, gaseous 
exchange in the lungs, renewal of the blood, pul- 
monary circulation, gaseous exchange through the 
capillaries, and general circulation. On this basis, 
the syndrome described may be considered, not a 
fortuitous association of various developmental de- 
fects, but an embryological abnormality affecting 
the development of the respiratory system with its 
many complex functions. 

The clinical findings in the six members of the 
family are reported in detail and the roentgeno- 
grams are reproduced. AticE M. MEYERS. 


Backer-Gréndahl, N.: Plombage of Tuberculous 
Disease of the Lungs. Technique and Results 
(Plombierung tuberkuloeser Lungenerkrankungen. 
Technik und Ergebnisse). Acta chirurg. Scand., 
1936, 78: I. 

Plombage is an operative procedure which, in 
suitable cases, yields excellent results relatively 
rapidly. It is conservative and painless, and followed 
by few complications. 

The best results are obtained in unilateral and not 
too extensive apical involvement of the fibrous type 
with small cavities or systems of cavities, the walls 
of which are not very thick. 

Good results are obtained also in a large per- 
centage of cases of bilateral involvement. Frequently 
in such cases the disease process on the other side 
becomes cured without local treatment. 

In cases of old cavities the results are less satis- 
factory although as a rule it is possible to collapse 
the cavities. 

Still less satisfactory are the results in cases of 
large single cavities with rigid walls. For such 
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cavities a primary apical plastic procedure is prefer- 
able. 

The amount of material used may be as great as 
500 c.cm. 

Of great aid to the surgeon in the carrying out of 
the procedure are roentgenograms taken during the 
operation. 


Haight, C.: Complementary Anterior Thoraco- 
plasty for Pulmonary Tuberculosis. J. Thoracic 
Surg., 1936, 5: 453- 

In certain cases of pulmonary tuberculosis, com- 
plementary anterior thoracoplasty is an important 
adjunct to posterolateral thoracoplasty. It provides 
the additional collapse necessary to effect and 
maintain the closure of cavities that cannot be 
closed by posterolateral thoracoplasty alone., 

An important reduction of the operative mortality 
and morbidity has resulted from performance of the 
thoracoplasty in a horizontal plane as well_as in the 
usual vertical plane. 

A technique for parasternal division of the costal 
cartilages with resection of the remaining anterior 
costal stumps is presented. The cartilages, with 
the exception of the first, which is resected, are 
hinged at the sternum so that they may swing pos- 
teriorly and mesially, thereby increasing the pul- 
monary collapse. As the cartilages are not resected, 
stability of the thoracic wall is obtained eventually 
whereas the former technique with resection of the 
cartilages resulted in a permanently soft anterior 
thoracic wall due to failure of the residual perichon- 
drium to develop firm cartilage. Preservation of the 
cartilages also decreases the anterior deformity. 

J. Franx Dovcuty, M.D. 


O’Shaughnessy, L.: The Vagus and Its Relation 
to the Surgery of the Lung. J. Thoracic Surg., 
1936, 5: 386. 

Sudden death following operations on the lung 
have been thought to be due either to air embolism 
or stimulation of the vagi. In experiments on dogs 
the author found that traction on the root of the 
lung produced an alteration in the respiratory and 
cardiovascular activities. When electrical stimula- 
tion of the anterior and posterior surfaces of the 
lung root was substituted for mechanical stimula- 
tion, stimulation of the posterior lung root caused 
an alteration in breathing. At times, an orthopnea 
was produced, and at other times a difference in the 
rate and the character of the respiration. Stimula- 
tion of the anterior surface of the lung root caused 
an increase in the pulse rate, irregularity in cardiac 
action, and a fall in the blood pressure. These 
effects were most marked when the electrode was 
applied to the subpleural tissue. Resection of the 
vagus in the neck just above the lung root abolished 
the respiratory reflex, but did not affect the cardiac 
reflex. When the stellate ganglion of the upper 
dorsal sympathetic chain was anesthetized both 
reflexes remained unaffected. The local application 
of cocaine rendered both areas insensitive, but was 
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dangerous because of absorption of the drug. The 
injection of a 1 per cent solution of novocain be- 
neath the pleura covering the lung root abolished 
both respiratory and cardiovascular effects. The 
administration of atropine had no effect on these 
reflexes. 

The author concludes that the vagus is an im- 
portant sensory nerve and should be blocked with 
novocain when operations are performed on the 
lungs. He states that a swab soaked in 1 c.cm. of 
cocaine is innocuous and will at least protect against 
cardiovascular disturbances. 

ALTON OCHSNER, M.D. 


Mason, G. A.: Extirpation of the Lung. Lancet, 
1936, 230: 1047. 

Six patients suffering with extensive unilateral 
bronchiectasis were treated by pneumonectomy. All 
were between the ages of seven and eighteen years. 
The disease was in the right lung in one and in the 
left lung in five. 

Two-stage methods were used in all of the cases. 
In the first three patients the entire lung hilum was 
secured by mass ligature at the first stage and the 
sloughing lung was removed from ten days to two 
weeks later with the cautery. One of the three died 
at the time of the second operation and it was found 
that moist gangrene of the lung had taken place. 
The last three patients were treated by complete 
removal of the lower lobe at the first stage and com- 
plete removal of the upper lobe at the second stage 
two, three, and twelve months later respectively. 
One patient of this second group died fourteen 
hours after the second operation. Autopsy revealed 
that the vagus nerve had been injured when a mass 
hilar ligature was placed. 

At the time of the publication of the report the 
four surviving patients were quite well. All had a 
defect of the thoracic wall and persisting bronchial 
fistulas. Ricwarp H. OverHOLT, M.D. 


Carlson, H. A.: Acute Empyema Thoracis. J. 
Thoracic Surg., 1936, 5: 393. 

Adequate drainage has been regarded by most 
surgeons as of importance in the treatment of em- 
pyema, but varies in different cases. In some cases 
repeated aspiration is sufficient, whereas in others, 
particularly those due to pneumococcic infection, 
open thoracotomy is necessary for cure. 

Sterilization of the empyema cavity by the use of 
various antiseptics has been advocated. It is prob- 
able, however, that the irrigating solution is of value 
chiefly to wash out the pus, fibrin, and necrotic tis- 
sue and maintain the patency of the drainage tube. 

Because of the controversy as to whether re- 
expansion of the lung is brought about by an in- 
crease in the intrapleural negative pressure or by 
cohesion of the parietal and visceral layers of pleura, 
the author attempted to solve the problem by ex- 
periments on rabbits. Purulent pleural effusions 
were produced in the animals by injecting defibri- 
nated blood, iodized oil, and aleuronat emulsion 
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with staphylococci into the pleural cavity. Normal 
rabbits withstood an open pneumothorax very 
poorly; they soon became cyanotic and dyspneic 
and died. Rabbits with empyema and open pneu- 
mothorax also soon succumbed. However, when an 
animal with an open pneumothorax was placed in 
the negative chamber, expansion of the lung and 
healing of the empyema resulted. It was found that 
the differential pressure required to expand the lung 
in empyema is definitely greater than the pressure 
required to expand a normal lung or an atelectatic 
lung with a normal pleura. Pleural exudate and 
fibrinous adhesions are important factors interfering 
with expansion of the lung. Microscopic examina- 
tion of the experimental empyema showed that the 
visceral and parietal pleure were first replaced by 
granulation tissue and subsequently by fibrous ad- 
hesions between the approximated pleural surfaces. 
Carlson concludes that in clinical cases the healing 
of empyema is the result of obliteration by union of 
the opposed inflamed pleura. He states that blow- 
ing exercises were found to have little effect in clini- 
cal cases of empyema unless they were associated 
with negative pressure in the pleura. Adequate 
drainage and negative pressure applied to the pleural 
cavity by means of an airtight drainage system re- 
sulted in early expansion of the lung and oblitera- 
tion of the empyema cavity. In early cases aspira- 
tion may be of value. When the pleural exudate is 
thin, intercostal catheter drainage is efficacious. 
However, rib resection is better as it establishes 
more adequate drainage, especially when negative 
pressure, which favors re-expansion of the lung, can 
be maintained. ALTON OcHSNER, M.D. 


Opran, J.: Completely and Partially Encysted 
Pleurisies (Les pleurésies enkystées et cloisonnées 
de la grande cavité). Arch. méd.-chir. de appar. 
respir., 1936, 11: 80. 

Opran states that partial pleurisy may localize in 
any part of the thoracic cavity and may become 
completely or partially encysted either by old ad- 
hesions at the time of a recurrent acute attack or by 
a marked defense reaction at the time of the primary 
acute attack. Before the use of roentgen examina- 
tions, such encysted pleurisies were usually found 
only at autopsy. Fluoroscopy is most valuable in 
revealing the presence of an encysted pleurisy, but 
for clear demonstration of the extent and conforma- 
tion of the condition it must be preceded by with- 
drawal of the pleural exudate followed by the in- 
sufflation of air. 

Completely encysted pleurisies may be dis- 
tinguished from partially encysted _pleurisies. 
According to their location, encysted pleurisies 
may be classified as pleurisies of the apex, axillary 
pleurisies, and pleurisies of the base. Encysted 
pleurisies of the apex are rare. They are usually 
due to pneumococcus infection and secondary to 
pneumonia. The chief physical sign is an area of 
absolute dullness with resistance to the palpating 
finger over the entire region of the apex. 
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Axillary pleurisies are more frequent. They also 
are often due to pneumococcus infection. They 
generally follow a generalized pleurisy which be- 
comes localized and encysted in the axillary region. 
Their symptoms are often slight. Percussion reveals 
an area of dullness below the axilla. Fluoroscopic 
examination after removal of the fluid and in- 
sufflation of air clearly demonstrates the location 
of the pocket and often the thickness of the pleural 
shell enclosing it. 

Pleurisies of the base may be primary or second- 
ary. Usually they are well limited to the base, and 
the physical signs of dullness and respiratory silence 
are of limited extent. 

The following physical signs are suggestive of the 
presence of an encysted pleurisy: absence of dullness 
in Traube’s space in the presence of a considerable 
pleural effusion on the left side; a circumscribed 
zone of dullness with abolition of the vesicular 
murmur in the same area or, in the case of partially 
encysted pleurisy, a resonant “band” between two 
zones of dullness; the withdrawal of only a small 
amount of fluid on puncture when there are signs of 
extensive pleural effusion; and the persistence of 
physical signs above the point of puncture or, if the 
puncture is made in back, their persistence in front. 
The diagnosis can be made definitely only by 
fluoroscopic examination following withdrawal of 
the fluid and the insufflation of air. Five illustrative 
cases of various types of encysted pleurisy are 
reported by the author with the findings of fluoro- 
scopic examination. 

Cases of encysted pleurisy are of two types. In 
those of the first type there has been a previous 
pleurisy or severe pulmonary disease which has 
left pleural sequel. In the new attack of pleurisy 
the effusion therefore occurs in a pleura already 
divided into “compartments” by adhesions and 
becomes confined in one or more of these compart- 
ments and partially or completely encysted. In 
the second type, there are no pleural adhesions, but 
the formation of septa or the encystment proceeds 
rapidly during the acute attack because of the 
presence of considerable amounts of fibrinogen in 
the pleural exudate. AutIcE M. MEyeErs. 


HEART AND PERICARDIUM 


Barach, A. L., Dickinson, W. R., and Parsons, 
W. B.: Oxygen Treatment and Thyroid Abla- 
tion in the Treatment of Heart Disease. Ani. 
Int. Med., 1936, 9: 1513. 


The authors have demonstrated the efficacy of 
placing patients with congestive cardiac failure in an 
oxygen chamber for a prolonged period. This 
adapts the atmospheric air to the patient’s breathing 
requirement. Blumgart and his associates ap- 
proached the problem by performing thyroidec- 
tomy, which adapts the patient’s breathing capacity 
to his breathing requirement by reducing the latter 
and adapting it to the requirement of the reduced 
metabolism. 
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In twelve cases of cardiac conditions the authors 
employed both methods. The patients were placed 
in an oxygen chamber before the operation, and when 
they were removed to the operating room they were 
given oxygen intranasally at the rate of 5 liters per 
minute. The operations were performed under local 
anesthesia. Immediately after the operation the 
patients were replaced in the oxygen chamber for 
varying periods of time. 

Eight of the twelve patients had congestive heart 
failure and four had cardiac pain without failure. 
There were no operative deaths, but three patients 
died within six months after the operation of 
progressive coronary thrombosis. 

Of the eight patients with congestive cardiac 
failure, four, including one with hyperthyroidism, 
showed striking improvement after the treatment. 
Two were not benefited and died at the end of 
a month and six months respectively. Two showed 
moderate improvement. 

Of the four patients who complained of cardiac 
pain, two were definitely relieved and two were not 
relieved. 

The authors are of the opinion that oxygen therapy 
is of value before operation to bring the patient 
to a state of relative compensation, and that after 
operation it tends to reduce the incidence of anoxe- 
mic shock and oxygen debt. 

FRED S. MopErn, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Kelly, A. B.: Some Esophageal Affections in Young 
Children. J. Laryngol. & Otol., 1936, 51: 78. 


The author states that esophageal affections in 
children are diagnosed more frequently in dispen- 
saries than in private practice because the symp- 
toms are not characteristic and, in private practice, 
x-ray examination, the first and most important 
step in the diagnosis, is often omitted. As a rule 
x-ray examination is delayed until serious conse- 
quences from starvation have arisen. If the diagno- 
sis is made early, these consequences may be pre- 
vented by dilatation of the obstruction. 

The conditions discussed by Kelly are: (1) dis- 
tention of the esophagus with atrophy of the walls 
and dilatation of the cardia, (2) congenital shorten- 
ing of the esophagus with thoracic stomach, (3) pro- 
gressive narrowing and shortening of the esophagus 
with hiatal hernia, (4) spasmodic constriction in the 
lower third of the esophagus with hiatal hernia, 
(5) congenital stenosis of the esophagus with recur- 
ring spasm and ascending narrowing, and (6) spasm 
of the lower end of the thoracic esophagus and of 
the cardiac canal. 

In all of these conditions there is a uniform widen- 
ing of the esophagus above the obstruction, and in 
all of the reviewed cases simple dilatation was fol- 
lowed by relief. 

Regurgitation may begin in the very early days of 
life, but more often occurs first when a solid or semi- 
solid diet is given. When the obstruction is high, it 
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occurs promptly after the ingestion of even small 
amounts of food. When the obstruction is at a lower 
level, it is delayed until a much larger quantity of 
food has been taken and sometimes for a surpris- 
ingly long time. It occurs without effort and does 
not seem to disturb the child. Older children with 
esophageal obstruction are always undernourished 
and undersized for their age. In at least some of the 
cases reviewed the condition was evidently due to 
both antenatal and postnatal factors. 

Endoscopic examination is of value to confirm the 
roentgen findings with regard to the location of the 
obstructing lesion and to permit inspection of the 
interior of the esophagus above and below the lesion. 

The author reports the autopsy findings in a num- 
ber of cases and presents photomicrographs showing 
atrophy of the muscular coats with consequent 
thinning of the walls of the esophagus. 

Primary or functional spasm of the esophagus is 
said to include the great majority of spasms of early 
life and to occur usually in the lower part of the 
thoracic esophagus. While its cause is unknown, 
congenital predisposition and emotional disturb- 
ances are thought to be important factors. In all 
cases the x-ray examination should be followed by 
endoscopic examination to rule out foreign bodies, 


Fig. 1. 


Atrophy of the muscular coats of the esophageal 


Fig. 2. Normal muscular coats of the esophageal wall. 
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Fig. 3. Shortening of the esophagus with thoracic 
stomach. 


ulceration, cicatrization, congenital stricture, and 
compression due to a mediastinal growth. When a 
local cause cannot be discovered, constant disturb- 
ances such as allergy, endocrine disturbances, vita- 
min deficiency, and nervous hypersensitiveness 
should be considered. 

In discussing shortening of the esophagus the 
author presents a table showing comparative meas- 
urements of the normal and abnormal esophagus in 
young children. He states that shortening of the 
esophagus may be congenital or postnatal or may 
a before birth and continue to develop after 

irth. 

The discussion of shortening of the esophagus 
with traction of the stomach through the diaphragm 
into the thorax is supplemented by a drawing and a 
roentgenogram. Kelly states that this abnormality 
is not so rare as is generally supposed. As treatment, 
all that is required is the passage of a bougie. In 
later childhood there is less trouble from spasm. 
Kelly knows of no case in which death could be 
directly attributed to inanition caused by obstruc- 
tion of the cardiac canal of a congenitally short 
esophagus. He states that autopsies on adults have 
proved that the presence of a thoracic stomach due 


Fig. 4. Shortening of the esophagus with thoracic 
stomach. 


to congenital shortening of the esophagus does not 
preclude the attainment of healthy old age. 

In several of the cases reported the shortening of 
the esophagus was due evidently to both antenatal 
and postnatal factors. The latter were mainly of 
the nature of an ascending fibrosis. In several cases 
this condition proved fatal. 

Mirarp F. ARBUCKLE, M.D. 


Camplani, M.: A Contribution to the Roentgen- 
ology of Esophagobronchial Fistulas (Con- 
tributo alla conoscenza radiologica delle fistole 
esofago-bronchiali). Radiol. med., 1936, 23: 178. 


The diagnosis of esophagobronchial fistula during 
life is not easy. The condition is usually discovered 
accidentally or at postmortem examination. For 
the detection of such lesions x-ray examination has 
proved of great value. 

The clinical picture suggests a condition of a 
certain severity often accompanied by acute involve- 
ment of the respiratory tract and general septic 
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phenomena. Death usually results. The most 
common symptoms are: (1) a violent cough following 
the ingestion of food, which may be convulsive and 
is accompanied by a peculiar grunting sound; (2) 
vomiting, (3) cyanosis, which is observed most often 
in newborn infants with congenital fistulas, (4) 
dysphonia or aphonia, (5) tracheo-esophageal gur- 
gling, and (6) the elimination of small particles 
of food during coughing. 

The author classifies these fistulas into the follow- 
ing groups: (1) laryngopharyngeal fistulas, (2) 
tracheo-esophageal fistulas, (3) broncho-esophageal 
fistulas, (4) tracheobroncho-esophageal fistulas, and 
(5) pleuro-esophageal fistulas. From the etiologico- 
pathogenic point of view they may be classified as: 
(1) neoplastic, (2) congenital, (3) specific infectious, 
(4) non-specific infectious, and (5) traumatic 
fistulas, and (6) fistulas of undetermined origin. 
Cancer is the cause of esophageal perforation in 
from 38.1 to 58.3 per cent of the cases. 

Camplani reports the case of a woman forty-two 
years old in whom roentgen examination disclosed 
a communication between the esophagus and the 
respiratory passages. This case is interesting because 
the symptoms were relatively mild. The contrast 
substance was seen to enter the respiratory passages 
and fill the right posterior base of the lung through a 
small perforation of the esophageal wall located 
about at the level of the junction between the 
eighth and ninth dorsal vertebre. Its apparent 
penetration into the lung did not produce the 
violent symptoms that have been reported by 
others. 

German roentgenologists prefer to administer a 
colored substance by mouth. In presence of a 
fistula a cough is produced and the colored sub- 
stance is expectorated. 

In trying to explain the rather abnormal course 
of the case he reports, the author concludes that, as 
the possibility of luetic infection was ruled out, the 
lesion was congenital since in early childhood the 
patient had frequent convulsive attacks of coughing 
following the ingestion of liquid food. 

The article contains a number of roentgenograms. 

RicHarD E. Somma, M.D. 


Grilli, A.: Roentgenological Visualization of Eso- 
phageal Varices and an Increase of the Shadow 
of the Azygos Vein in Portal Stasis. (Indagine 
radiologica delle varici esofagee ed aumento dell’- 
ombra della vena azigos nella stasi portale). Radiol. 
med., 1936, 23: 165. 


The roentgenological picture of esophageal varices 
was first described in 1928, by Wolf. According to 
Wolf’s description, it shows filling defects which 
may disappear and re-appear at the same place; 
circular and clover leaf-like areas of decreased 
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density; an increase in the emptying time of the 
esophagus; and lodgment of bits of the opaque 
medium along the esophageal wall. 

The author found that of sixteen patients with 
portal obstruction, ten presented roentgenographic 
evidence of esophageal varices. In six, the shadow 
of the azygos veins was enlarged; in 2, these veins 
showed no enlargement; and in two they could not 
be identified. 

It has been repeatedly stated in the literature that 
visualization of esophageal varices is associated with 
considerable difficulty. Grilli suggests that roent- 
genograms of the esophagus be taken in the antero- 
posterior and lateral views. 

Preliminary fluoroscopy is essential to determine 
the degree of rotation of the patient and to identify 
the azygos vein which is always to be seen on the 
screen. The barium meal must not be too dense. 
Grilli uses a mixture of barium and starch. 

Esophageal varices obliterate the normal pattern 
of the mucous folds of the esophagus. Instead of the 
normal linear arrangement of these folds, there 
appear filling defects with a circular outline and 
tortuosities which frequently suggest the presence 
of dilated and engorged blood vessels. Varicose 
nodes may be often recognized. The margins of the 
esophagus are not regular but show variously shaped 
filling defects. 

Of fundamental importance is the fact that, in 
spite of these changes which often suggest the 
presence of an infiltrative process, the esophagus 
retains its contractility and elasticity and the peri- 
staltic waves progress from above downward without 
interruption. 

Particularly in advanced cases the esophageal 
lumen is increased. The author has observed also 
an ampullary dilatation of the lowermost portion 
of the esophagus. Like Wolf and others, he has 
noted that, in presence of varicosities, the bolus 
traverses the esophagus very rapidly. 

Following the rupture of a varix, small hematomas 
may form alongside the esophageal wall. The dif- 
ferential diagnosis is not difficult if the fundamental 
facts mentioned by Wolf are kept in mind. The 
most important conditions from which esophageal 
varices must be differentiated are: (1) gas bubbles 
due to the swallowing of air, (2) peristaltic waves, 
(3) chronic inflammations of the esophagus, (4) 
malignancy, which is readily diagnosed because of 
the absence of contractility and elasticity of the 
esophagus; and (5) gastroduodenal ulcer with 
hematemesis and melena. 

The author emphasizes that negative roentgen 
findings do not exclude the presence of esophageal 
varices because if the latter are smaller and flatter 
than the mucous folds their detection will be very 
difficult, if not impossible. RicHarp E. Somma, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Burdick, C. G.: The Use of Living Fascial Sutures in 
the More Difficult Abdominal Hernias. Surg. 
Clin. North Am., 1936, 16: 825. 


The repair of large abdominal hernias is a difficult 
problem. Many surgeons advocate the use of living 
fascia. The most difficult to close are defects in 
incisions for gall-bladder operations and hernias in 
the lower midline, the lower margin of which is 
formed by the symphysis pubis. 

The average incisional hernia can usually be 
cured with fascial sutures. As it is impossible to 
obtain firm union between the fascial flaps if the 
peritoneum intervenes, the peritoneum and trans- 
versalis should always be closed separately. When 
this is done the flaps are not overlapped and the 
edges are approximated with less tension. Many 


ventral hernias can be repaired if the muscles are. 


sutured separately with fascial strips. 

In larger defects fascial sutures are not sufficient 
and the suture line must be re-inforced with a free 
fascial flap. Before the operation the patient should 
be kept in bed on a light or liquid diet and free 
catharsis should be continued for several days. The 
fascial flap should be taken from one thigh and the 
fascia for the suture from the other. The author 
advises suturing the flap with fascial sutures rather 
than with catgut. He describes the method of 
Gallie, in which the ends of the flaps are split to 
resemble a many-tailed binder and the ends are 
brought through and tied to those from the other 
side. 

Wangensteen’s method of transplanting a musculo- 
tendinous flap with its nerve and blood supply intact 
is described. Burdick uses silk rather than fine 
catgut to anchor the edges. 

In a review of the results in over 1,000 cases of 
hernia repaired with living fascial sutures at the 
Hospital for the Ruptured and Crippled, New York 
City, it was found that the incidence of infection 
was higher than in cases in which catgut was used. 
Recurrences were more numerous than anticipated, 
and in a considerable number of the cases re- 
operated upon little evidence of the previously used 
fascial sutures was found. 

During the past year the surgeons at the Hos- 
pital for the Ruptured and Crippled have adopted 
the silk technique in many operations. They have 
been impressed with the satisfactory healing of the 
wounds and have found the incidence of infection 
lower. They have used silk for a few incisional 
hernias for which fascial sutures would have been 
employed previously. In the future they will use 
silk in preference to fascia in an increasing number 
of cases. 


Burdick believes that for larger defects caused 
by sloughing of the abdominal wall the use of the 
fascial flap offers the best chance of permanent cure. 
He regards the Wangensteen method as the pro- 
cedure of choice. Harvey S. ALLEN, M.D. 


GASTRO-INTESTINAL TRACT 


Brulé, M., Hillemand, P., and Génestoux, J. M.: 
Angiomas of the Digestive Tract (Les angiomes 
du tube digestif). Presse méd., Par., 1936, 44: 652. 


Angiomas of the digestive tract were first observed 
by Rokitansky in 1855, but few systematic studies 
have been made of them up to the present time. 

Such tumors may be localized in one segment of 
the digestive tract or distributed throughout its 
length. In either case the lesions may be circum- 
scribed or diffuse. The circumscribed lesions are 
sessile or pedunculated red or bluish masses, whereas 
the diffuse lesions are plaques of vascular channels 
similar to the port-wine stains that occur in the skin. 
Whether located in the stomach or intestine, either 
form may besubmucousor subserous or may infiltrate 
the entire wall of the viscus. 

The neoplasms are also of a pseudo-ulcerative or 
a pseudo-neoplastic type. Those of the pseudo- 
ulcerative type occur in the stomach, where they 
cause symptoms of peptic ulcer. Thirteen cases of 
such angiomas have been reported in the literature. 
Angiomas of the pseudoneoplastic type occur in 
either the stomach or large bowel and may suggest 
carcinoma. 

Hemorrhage and anemia may be the only symp- 
toms. When the hemorrhages begin in childhood, 
a special type of infantilism results. Pernicious 
anemia may be closely imitated even to the megalo- 
blastic reaction in the blood. 

Occasionally acute intestinal obstruction occurs 
as the result of intussusception, volvulus, or en- 
croachment of the tumor on the lumen. 

In some cases the angiomas are entirely latent so 
far as symptoms are concerned. 

When the origin of any of the described syndromes 
is obscure, the presence of external angiomas may 
suggest the correct diagnosis. A definite diagnosis 
can be made only by endoscopy or exploratory 
laparotomy. 

The prognosis is grave, 60 per cent of the patients 
dying of chronic anemia or acute hemorrhage. 

In most cases the treatment indicated is surgical 
since methods such as cryotherapy and diathermy 
are dangerous in the digestive tract. However, when 
the angiomas are situated favorably, sclerosing in- 
jections may be employed and irradiation is occa- 
sionally found to be effective. 

ALBERT F. DE Groat, M.D, 
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Magnant, J. S.: Cardio-Esophageal Stricture. 
Operation by the Abdominal Route. End- 
Result (Rétrécissement cardio-oesophagien. Inter- 
vention par voie abdominale. Résultat éloigné). 
Mém. l’ Acad. de chir., Par., 1936, 62: 761. 


The case reported was that of a woman thirty 
years of age who developed dysphagia which pro- 
gressed until, at first, no solid foods and finally not 
even fluids could be taken. Fluoroscopic examina- 
tion showed a dilatation of the esophagus with a 
stricture in the cardiac portion through which only a 
little of the opaque medium passed in a very narrow 
band. At operation, the cardia and cardiac end of 
the esophagus were exposed by a median incision 
above the umbilicus. The pillars of the diaphragm 
were separated and sectioned and the esophagus was 
drawn down with careful liberation of all its attach- 
ments. An incision was then made into the mus- 
cular coat of the esophagus, but no plastic operation 
was done. An attempt was made to fix the esopha- 
gus to the pillars of the diaphragm. On the right 
side this was found to be impossible. 

The patient made a good postoperative recovery 
and by the fifteenth day was able to take solid food. 
She remained well for six months on a normal diet. 
At the end of that time she began to have some 
slight difficulty in swallowing solid food, but was 
able to relieve it by taking fluids. There was no 
regurgitation of food. Occasional retrosternal pain 
at night was relieved by warm applications. Eight 
months after the operation, roentgen examination 
showed narrowing at the cardia, but the opaque 
medium passed much more freely than before, and 
there was definite peristalsis in the esophagus. 

SOUPAULT, who reported this case for Magnant be- 
fore the Académie de Chirurgie, stated that when the 
stricture of the esophagus is due to external causes, 
and especially when it is surrounded by a fibrous 
covering, Heller’s procedure gives good results. 
Of eight patients operated upon by this method, 
seven were entirely relieved for a year or more. 

In the discussion, BAUMGARTNER reported a case 
in which roentgen examination showed a dilatation 
of the esophagus above the diaphragm and a stenosis 
below the diaphragm. Through a median incision 
made above the umbilicus, the esophagus was freed 
and pulled downward and forward. A longitudinal 
incision was then made in its muscular coat, the 
mucosa being left intact. More than a year after 
operation the patient was well and taking a full 
normal diet without difficulty. Attce M. MEveErs. 


Wahren, H.: The Intoxication in Intestinal Stran- 
gulation. Acta chirurg. Scand., 1936, 78: 121. 


Experimental strangulation ileus in rabbits pre- 
sents the picture of a state of intoxication rapidly 
leading to death. There is great likelihood that the 
acting substances are formed within the strangulated 
coil of intestine and enter the general circulation by 
way of the peritoneal cavity. 

Histamin, acetylcholine, adenylic acid, and Euler- 
Gaddum substance, all of which can be produced 


from the body’s own tissues and have a pronounced 
action on the vessels, probably do not play a part in 
strangulation ileus. It is possible that a markedly 
toxic but as yet not chemically identified substance 
obtainable from intestinal extracts, the effect of 
which in vitro and in vivo can be arrested by animal 
charcoal, is a factor of considerable importance in 
the production of that condition. 


Moltke, O.: The Non-Specific Suppurative In- 
flammations of the Colon and Rectum on the 
Basis of 117 Cases (Die unspezifischen eitrigen 
Entzuendungen des Dickdarms und Mastdarms auf 
Grund von 117 Faellen). Nord. med. Tidskr., 1935, 
pp. 1704, 1745. 

Moltke reviews the disease pictures of the non- 
specific bloody-suppurative inflammations of the 
colon and rectum. These conditions develop most 
frequently between the ages of twenty and forty 
years. Their cause is not yet known definitely. By 
the findings of his investigations, Moltke has been 
convinced that they are not infectious diseases, as 
has been generally assumed; that, at any rate, 
ordinary intestinal infections, such as dysentery and 
streptococcus infections, do not play a réle in their 
development. The theory of an etiological relation- 
ship of such inflammations to nervous and functional 
disorders also appears to him incorrect. 

Whereas the milder forms of inflammation of the 
colon and rectum of this type do not differ from 
other non-specific reactions of the colon to toxic 
influences (dysentery toxin, mercury, uremia) or to 
anaphylactic influences, the severe forms present a 
very characteristic pathologico-anatomical picture. 
They are characterized by a severe inflammatory 
process with a great loss of substance due to ulcera- 
tion and extensive lesions of the mucous membrane 
The larger ulcerations penetrate deeply into the 
mucous membrane, causing such destruction of the 
mucosa and submucosa that the tunica muscularis 
may be exposed. The author describes the micro- 
scopic picture in detail. He calls attention especially 
to the mononuclear and polynuclear infiltrations and 
edema of the intestinal walls. As the condition of 
the mucosa ranges from the normal to that in which 
there are dilated glands and a markedly suppurative 
infiltration into the tunica propria with a diffuse 
infiltration of lymphocytes and leucocytes, the his- 
tological picture also suggests a primary suppurative 
colitis. 

To a certain degree, the clinical picture is de- 
termined by the site of the process. If the condition 
is located in the distal portion of the intestine there 
is obstipation, whereas in high colitis there is 
diarrhea. The first sign is usually hemorrhage. The 
blood lost may be pure or mixed with pus. Other 
signs and symptoms are slight lassitude with 
anemia and tenesmus. Not infrequently, Moltke 
has noted variations in the temperature and a 
tumor-like thickening in the iliac fossa which, on 
rectoscopic examination, suggests an extensive, 
severe, edematous inflammation of the mucous 
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membrane. Worthy of note is a marked tendency 
toward mucous membrane hemorrhages which are 
often described as hemorrhages due to diapedesis. 

Proper treatment may result in remissions, but 
there remains a marked tendency toward recur- 
rence. The author observed recurrences in 66 of 95 
cases. The truly malignant ulcerative colitis begins 
acutely or insidiously with rectal tenesmus and 
slight fever. Its later stages are characterized by 
the appearance of blood and pus in the stools, 
frequently accompanied by severe flatulence and 
meteoric distention of the abdomen, a septic tem- 
perature, and increasing symptoms of peritoneal 
irritation. After a period of weeks or possibly 
months, death results from pneumonia, general 
intoxication, or peritonitis. As rectoscopic examina- 
tion reveals all transitions from the slightest to the 
most severe forms, the author is opposed to drawing 
a sharp line between benign colitis and malignant 
colitis with suppurative proctitis. Roentgenog- 
raphy may facilitate the diagnosis. 

Of the 117 cases reviewed by Moltke, 36 were 
fatal. Therefore the prognosis as to life must be 
guarded. The outlook for complete cure is also 
unfavorable. 

The purpose of surgical treatment is to exclude the 
diseased portion of the intestine. The procedures to 
be considered are appendicostomy, cecostomy and 
colostomy. The mortality is high. Of the author’s 19 
patients, 11 died. Local treatment is given by the 
rectal administration of antiphlogistic and antiseptic 
remedies (chamomile tea, acriflavin, bismuth, 
yatren, mercurochrome, and Besredka’s antivirus). 
Large enemas may not be harmless. Yatren seems 
to act particularly well in mild cases. The general 
treatment includes vaccinotherapy, serotherapy, 
and hemotherapy. In serotherapy, streptococcic, 
dysenteric, and normal serum are injected. It is 
said that serotherapy may yield exceptionally good 
results. In hemotherapy, blood transfusion and 
autohemotherapy are used. By and large, the 
efficacy of conservative treatment has not yet been 
definitely established. 

(HaaGEN). Louts Neuwett, M.D. 


Greco, T.: Experimental Inversion of the Colon and 
Small Intestine for Plastic Purposes (L’inver- 
sione del colon e del tenue a scopo plastico) Policlin., 
Rome, 1936, 43: sez. chir. 195. 

Resections of the human colon are being per- 
formed in a variety of conditions such as traumatic 
lesions, colitis, chronic intestinal stasis, tuberculosis, 
lymphogranulomatosis, obstruction, volvulus, recto- 
colic polyposis, and diverticulitis. While in some 
cases the results have been satisfactory, colonic sur- 
gery involves considerable risk and presents various 
difficulties. 

In an attempt to avoid the formation of an 
artificial anus, Nicoladoni, in 1887, devised an 
operation in which the resected portion of the colon 
was replaced by a resected loop of the ileum left 
attached to the mesentery from which it derived its 
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nutrition. He called this operation an “‘entero- 
plasty.” Later, he proposed a second operation 
which may be described as follows: 

After resection of the colon a sufficiently long loop 
of ileum near the ileocecal valve is divided by a sim- 
ple incision, its proximal end anastomosed to the 
superior stump of the colon, and its distal end 
anastomosed to the inferior stump of the colon, 
sigmoid, or rectum. 

After this procedure the course of the intestinal 
contents is reversed. The contents pass from the 
ileum into the colon, ascend the colon in an anti- 
peristaltic sense, and then pass through the ileocecal 
valve into the ileum whence they are conveyed into 
the lower stump of the colon. 

Nicolodoni attributed the success of the operation 
to the possibility of a permanent reversal of peristal- 
sis over a large portion of intestine. However, this 
has never been demonstrated, and the literature 
presents practically no information on the work done 
along these lines. 

Greco attempted to perform the operation on five 
dogs. However, instead of resecting portions of the 
colon, he limited himself to simple colonic transec- 


-tions. Four of the dogs died soon after the inter- 


vention, but one of them survived for fourteen 
months. 

Microscopic examination at necropsy showed that 
the anastomosed ileal loop had an aspect similar to 
that of the colon. Sections of the colon taken at the 
level of the superior anastomosis presented a marked 
thickening of the tunica muscularis. Some of the 
epithelial cells of the mucosa and the glandular 
epithelium were undergoing degeneration. Near the 
cecum the inverted ileocecal loop showed a lymphoid 
infiltration. The entire segment of the small intes- 
tine showed a low epithelium. Villi were absent. At 
the level of the anastomosis between the ileum and 
rectum there was an area of marked glandular 
hyperplasia. RicHarp E. Somma, M.D. 


Charrier, A., Lange, J., Laumonier, P., and Ferra- 
dou, M.: Two Cases of Volvulus of the Cecum. 
Detorsion. Cecostomy. One Cure and One 
Death on the Tenth Day from Acute Pulmo- 
nary Edema (Deux cas de volvulus du caecum. 
Détorsion. Cacostomie. Une guérison et une mort 
au dixiéme jour par cedéme aigu du poumon). Bor- 
deaux chir., 1936, p. 137. 

Case 1. The patient, a man fifty-five years old 
was suddenly seized with violent abdominal pain, 
vomiting, and obstipation. Examination thirty-six 
hours later revealed hyper-resonance and slight 
rigidity of the right half of the abdomen. There was 
no history of previous abdominal symptoms, but 
three years before this attack a thoracoplasty had 
been performed for pulmonary tuberculosis. A diag- 
nosis of acute intestinal obstruction of unknown 
cause was made. 

At operation, the cecum presented itself in the 
incision. It was enormously distended and its sur- 
face was mottled with ecchymotic spots. Because of 
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rotation of the right colon from below upward, the 
fundus of the cecum lay in the subhepatic region. 
Much of the small intestine was found in the right 
parietocolonic gutter. The volvulus was reduced 
and a cecostomy established. Sudden death from 
edema of the lungs occurred on the tenth postopera- 
tive day. 

Case 2. The patient was a woman fifty-four years 
old who entered the hospital with symptoms and 
signs of intestinal obstruction of two days’ duration. 
The onset had been sudden without premonitory 
symptoms. On examination, a resonant spherical 
swelling was found in the left hypochondrium. 
X-ray examination without preparation revealed a 
greatly dilated intestinal loop. ‘This was believed to 
be a twisted sigmoid, but a barium enema filled the 
colon and was seen to surround the dilated loop. 

At operation, the cecum was found dilated to the 
size of a man’s head and rotated with a portion of the 
ascending colon into the left hypochondrium. The 
mass of small intestine lay entirely to the right of 
the volvulus. The axis of rotation was at the level of 
the ascending colon, where fixation to the posterior 
abdominal wall began. Here a thick fibrous band 
passed in front of the colon and, with the pedicle of 
the mass of small intestine, had caused the obstruc- 
tion. The volvulus was reduced and a cecostomy 
performed. Recovery was uneventful. 

Volvulus is usually the result of one of two types 
of lesions: congenital (abnormal mobility of the 
ileocecal loop), or inflammatory (postoperative ad- 
hesions or adhesions due to peritonitis). It is twice 
as frequent in males as in females. As a rule the 
acute occlusion is preceded by constipation and sub- 
acute attacks of obstruction. 

For an accurate etiological diagnosis a roentgen 
study is essential. If this is carried out prudently, it 
is without danger. 

One of three procedures may be employed in the 
treatment of cecal volvulus, namely: (1) simple 
detorsion, (2) detorsion followed by cecostomy, and 
(3) right hemicolectomy. Even though the cecum 
is evacuated, the first of these results in cure in only 
57 per cent of cases. The second is the best treat- 
ment for most cases, resulting in cure in from 59 to 
75 per cent. Hemicolectomy is usually employed 
only when there is necrosis of the bowel. It results 
in cure in about 42 per cent of cases. As its mor- 
tality is only a little higher than that of detorsion 
followed by cecostomy, the authors believe its indi- 
cations should be broadened to include all cases in 
which there is any doubt whatever regarding the 
vitality of the bowel. Atsert F. De Groat, M.D. 


Milone, S.: The Surgical Treatment of Carcinoma 
of the Rectum (La cura chirurgica del carcinoma 
del retto). Arch. ital. di chir., 1936, 43: 1. 


The surgical treatment of carcinoma of the rectum 
should be as radical as the conditions warrant. 
Operability should not always be determined from 
the clinical evidence alone. When there is doubt 
regarding the possibility of removing the lesion, an 
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exploratory laparotomy or perineotomy may be 
justifiable. 

Careful pre-operative preparation is important. 
The author’s patients who are to undergo a radical 
operation, particularly those who are to be subjected 
to an abdominoperineal procedure, are prepared by 
a period of rest, injections of polyvalent antipyo- 
genic vaccine, and rectal irrigations of very dilute 
potassium permanganate. 

For removable lesions, a one-stage abdominoperi- 
neal amputation of the rectum with lowering of the 
sigmoid to the perineum is to be recommended un- 
less the condition of the patient contra-indicates the 
risk of this procedure or the malignant process is 
situated sufficiently low in the rectum to permit wide 
amputation by the perineal route. The perineal 
operation is applicable also in certain cases in which 
the lesion is situated higher in the intestine and the 
risk of the combined procedure is unwarranted. 

Milone reserves the formation of an iliac anus for 
cases in which radical operation is not feasible and 
those in which the perineal anus is not functioning 
properly after radical surgery. He claims that in 
cases of occluding carcinoma of the rectum the for- 
mation of a cecal fistula is more rational than the 
formation of a left iliac anus since, after the former, 
there is a greater choice of methods for removal of 
the rectum. CLaubE F. Drxon, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Jaki, J.: The Liver-Function Test with Insulin, 
Water, and Glucose in Surgical Practice (Die 
Leberfunktionpruefung mit Insulin-Wasser-Zucker- 
belastung in der chirurgischen Praxis). 60 Tag. d. 
deutsch. Ges. f. Chir., Berlin, 1936. 


Aside from disturbances of the emptying and out- 
flow of the bile, the disturbances which are of the 
greatest surgical significance with regard to the mul- 
tiple functions of the liver are those of carbohydrate 
metabolism. The Althausen-Morawitz insulin-water- 
sugar tolerance test seems to meet the surgical re- 
quirements. The author deviated from the original 
method in that he observed also the excretion of 
water. 

From the blood-sugar curve, manifestations of 
hypoglycemia, or urinary excretion, or from all of 
these three factors together, conclusions may be drawn 
with regard to hepatic disturbances and insufficiency. 
In the study of the blood-sugar curve, consideration 
of the difference between the fasting and minimal 
hypoglycemic values is not sufficient. The course 
of the hyperglycemic portion of the curve and the 
degree and duration of the hyperglycemia must also 
be considered. However, their interpretation gives 
rise to very great difficulties because, among many 
other factors, the function of the pancreas and the 
relation between the pancreas and liver play an 
important réle in their occurrence. The form of the 
hyperglycemic phase of the curve and the duration 
of the hyperglycemia are influenced by the function 
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of the pancreas. The difference between the fasting 
and minimal blood-sugar values is subject to great 
variations and very irregular changes, and as other 
organs are involved in addition to the liver, definite 
conclusions as to liver function cannot be drawn 
from this difference alone. The hypoglycemic mani- 
festations, including the temperature, are very indi- 
vidual. Their occurrence is generally not related to 
certain blood-sugar values in a definite phase of the 
hypoglycemic period. They are often absent at 
abnormally low blood-sugar levels and sometimes 
are prolonged and marked at relatively high levels. 
However, in spite of the variation in their appear- 
ance and the jnfluence of extrahepatic factors, it 
seems that hypoglycemic symptoms indicate an in- 
sufficiency of glycogen in the liver. 

Water excretion is considered to be normal when, 
under insulin treatment, urinary excretion is mark- 
edly inhibited in the first hour and diuresis is greatly 
increased in the second hour. Under certain con- 
ditions the inhibition may fail to occur or last too 
long. In the former event, there is an increased 
urinary excretion in the first four hours and the 
quantity of urine exceeds the water intake. The 
cause of altered water excretion is to be sought in 
the condition of the intrahepatic and extrahepatic 
hormone activities and changes in the function of 
the islands of Langerhans and the adrenals. The 
insulin-water-glucose tolerance test cannot be con- 
sidered a specific test of liver function as numerous 
extrahepatic factors may also be involved in the 
causation of the phenomena produced by the test. 
The test is too complicated for daily surgical prac- 
tice, and the interpretation of its results is very diffi- 
cult. However, from its results and other observa- 
tions considered together an impression of the 
carbohydrate metabolism and the water economy of 
the organism may be obtained. By this means it is 
possible to obtain also more or less information as 
to the liver function. The recognition of impairment 
of carbohydrate metabolism is important from the 
standpoint of pre-operative prophylactic manage- 
ment and prognosis. However, the test is not suited 
for the demonstration of circumscribed liver changes 
such, for instance, as liver metastases. 

(J. JAk1). Leo M. Zromerman, M.D. 


Bombi, G.: A Study of the Histological Changes in 
the Liver in Chronic Appendicitis. A Contri- 
bution to the Knowledge of So-Called ‘‘Satel- 
lite Hepatitis’’ (Studio delle alterazioni istologiche 
del fegato nella appendicite cronica, quale con- 
tributo ad una migliore conoscenza delle cosidette 
“epatiti satelliti”). Arch. ital. di chir., 1936, 43: 149. 


During the last few years various observers have 
called attention to the frequent association of his- 
tological changes in the liver with inflammatory 
conditions of the biliary passages, especially cal- 
culous and non-calculous cholecystitis. It has been 
claimed that in such conditions there is always a 
diffuse alteration of the hepatic parenchyma. The 
following lesions have been described: 


1. Interstitial lesions. These may be of the in- 
filtrative or proliferative type. Both are localized 
chiefly in the biliary-portal spaces and are less pro- 
nounced in the interlobular stroma. The inter- 
lobular supporting tissue has always been found 
normal. The parvicellular infiltrations usually con- 
sist of lymphoid elements with a few neutro- 
philes and occasional eosinophiles. No vascular 
lesions are observed in either the portal radicles 
or the central veins. In only a few cases is there a 
proliferation of the biliary capillaries. 

2. Parenchymatous lesions. These are less con- 
stant than interstitial lesions and usually mani- 
fested by a slight cellular degeneration. Most com- 
mon is fatty degeneration, which is easily detected 
with Sudan III. Other changes are pigment infil- 
trations, protoplasm vacuolization, and nuclear 
changes. Necrosis and cirrhotic changes have never 
been observed. 

3. Capsular lesions. Capsular lesions are present 
in about 50 per cent of cases. They are manifested 
by a thickening of Glisson’s capsule due to an in- 
crease of the connective tissue. 

These lesions seem to show that there are intimate 
and direct anatomical and functional relations be- 
tween the gall bladder and the hepatic parenchyma. 

In cases of hepatitis associated with chronic 
appendicitis the parvicellular infiltrations seem to 
be localized almost exclusively in the portal spaces, 
a fact which seems to indicate that there is a physio- 
pathological relationship between the appendicitis 
and the hepatic reaction. Bacteria and toxins of 
intestinal origin seem to be transported to the liver 
directly. 

The author concludes that histological changes 
similar to those observed in the liver in cases of 
cholecystitis may occur also in inflammatory 
processes of other abdominal organs, especially 
inflammatory reactions in the territory of distribu- 
tion of the portal vein. RicHarp E. Somma, M.D. 


Brandberg, R.: Investigations on Splenomegalic 
Cirrhoses of the Liver, So-Called Throm- 
bophlebitic Splenic Tumors, and Chronic In- 
fectious Splenic Enlargements, with Special 
Regard to the Pathogenesis and the Results of 
Treatment by Splenectomy (Untersuchungen 
ueber splenomegale Leberzirrhosen, sog. thrombo- 
phlebitische Milztumoren und chronisch infektioese 
Milzvergroesserungen. Unter besonderer Berueck- 
sichtigung der Pathogenese und der Behandlungs- 
resultate bei Splenektomie). Acta chirurg. Scand., 
1935, 77: Supp. 40. 


The author’s material consisted of ninety-seven 
cases in which splenectomy was performed in a 
large number of Swedish hospitals in the period from 
1909 to 1933. Thirty-six were cases of splenomegalic 
cirrhosis of the liver. In this group two types were 
distinguished. The first type was characterized by 
signs of stasis of the portal circulation, particularly 
hemorrhages from the alimentary canal and ascites. 
As a rule these signs indicated severe injury of the 
liver. The liver was often reduced in size and there- 
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fore not palpable. The splenic enlargement was due 
to congestion. Fewer women than men were af- 
fected. The chief benefit from splenectomy was 
reduction of the portal blood flow. The pathological 
liver process remained unaffected by the operation. 
When the clinical symptoms indicated serious cir- 
rhotic changes of the liver the prognosis for results 
from splenectomy was poor as the liver condition 
progressed and was fatal. Of twenty-one patients 
who showed pre-operative signs of stasis in the portal 
circulation, twelve died in the hospital, three soon 
after their discharge, and the others from two to 
nine years after the opreation with symptoms refer- 
able to the primary disease. Only two were bene- 
fited by the intervention. However, a good general 
condition and good results of functional tests may 
justify splenectomy as a palliative measure. 

The second type of liver cirrhosis showed no signs 
of circulatory disturbance in the portal flow. In the 
cases of this type the splenic enlargement paralleled 
the hepatic change and was due to chronic infection 
or intoxication. The hepatic changes were often 
slight although the liver was usually enlarged. 
There seemed to be a certain contrary relationship 
between the degree to which the liver and the spleen 
were primarily attacked. When the liver was 
strongly attacked, the spleen was injured to a less 
extent, and vice versa. Anemia, both with and 
without increased hemolysis, was not uncommon. 
Most of the patients with this type of cirrhosis were 
women of middle age. Seven patients are still alive 
from three to fifteen years after the operation. Of 
these, four are well, two were benefited, and one was 


not benefited. The liver changes did not progress 
because they were mild at the outset. The splenec- 
tomy was probably not of much importance in their 


arrest. The possibility of improving the blood 
changes by splenectomy is doubtful. In this respect 
the outlook was best in the cases without pronounced 
anemia before the operation and less favorable in 
those with such anemia. 

The second group of cases reviewed were thirty 
with obstruction of the portal stream in the absence 
of liver cirrhosis. In some of these it was clinically 
difficult to determine whether the obstruction to 
the circulation was due to the liver cirrhosis or to 
other changes. In three cases clinical signs of circula- 
tory disturbances were absent, but the presence of 
such disturbances was established by the detection 
of thrombi in the portal system. Eleven of the pa- 
tients were under sixteen years of age. In several 
cases the exact nature of the obstruction could not 
be determined. Thromboses and similar obstruc- 
tions were difficult to detect at operation, and un- 
changed hilar vessels in the extirpated spleen ob- 
viously did not exclude thrombi or other obstruc- 
tions. In all of the cases in which the conditions 
were determined, the obstruction was due to throm- 
bosis of the portal or splenic vein. Of ten cases in 
which autopsy was done, thrombosis of only the 
splenic vein was found in four and thrombosis of 
the portal vein with or without associated splenic 
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thrombosis in six. In another case the obstruction 
to the circulation was evidently due to the pressure 
of pericarditic indurations on the hepatic veins. In 
no case could it be proved that hemorrhage occurred 
although there was no anatomically demonstrable 
factor to prevent it. A reduction in the size of the 
spleen after hemorrhage occurred in twelve cases, 
eight of which were those of adults. In most of the 
cases in which the cause of the disease could be 
determined the thrombosis was the primary change 
and the splenic enlargement occurred secondarily as 
the result of stasis. However, in two cases the 
hematological changes suggested that the splenic en- 
largement was primary and the thrombosis secondary. 

After splenectomy, twelve of the patients in this 
group died in the hospital or immediately after 
leaving it, eight died during the next eight years of 
hemorrhage or intestinal gangrene, one died of a 
special complication, and one could not be traced. 
Eight patients are living and free from symptoms 
from two to fourteen years after the operation. The 
prognosis is better for children than for adults. All 
of the patients who had recurrences died sooner or 
later. The frequency of recurrence is due to the 
tendency of the thrombosis to recur and progress. 

The operative indications in cases of this type are 
difficult to determine. It appears that in the cases 
of children, in which the results are rather good, 
operation should always be performed. Operation 
is recommended also for older patients with a good 
general condition. In the cases of older patients in 
poor general condition it is contra-indicated because 
of its high mortality and the poor prospect of a 
lasting result. 

The third group of cases reviewed were thirty-one 
of chronic infectious enlargement of the spleen. 
Twenty-five of the patients were women, most of 
whom were middle aged. Symptoms of stasis of the 
portal flow were absent. Next to the splenic en- 
largement, the most common findings were anemia 
and leucopenia. The latter were often associated 
with pronounced granulocytopenia. Thrombopenia 
was sometimes found. The results of splenectomy 
did not show whether the blood changes were 
caused by the spleen or by direct injury of the bone 
marrow by the pathogenic agent. In several cases 
the blood changes disappeared after splenectomy, 
but in others, especially those in which they were 
most marked, they were affected little, if at all, by 
the operation. If the cause of the disease cannot be 
eliminated, the blood changes persist whether the 
spleen is removed or not. Several cases showed a 
distinct tendency toward infection both before and 
after the splenectomy. Most of the deaths were due 
to infectious diseases. The cause of the suscepti- 
bility to infection is evidently the blood changes, 
especially granulocytopenia. There is apparently 
no sharp line of demarcation between chronical in- 
fectious enlargements of the spleen and acquired 
hemolytic icterus. 

After splenectomy in the third group of cases, six 
patients died in the hospital, nine died after 
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leaving it, seven were completely cured, eight were 
benefited, and one was not benefited. The ex- 
tremely enlarged spleen in cases of this type should 
be extirpated, although the result is questionable at 
times. If it is not removed it may lead to the severe 
sequele causing circulatory disturbances of the 
portal circulation. 

A common feature of these diseases is splenic en- 
largement with a histological picture indicating that 
it is due to irritation of the organ. Sometimes the 
enlargement is the result of stagnation of the portal 
flow caused by cirrhosis of the liver, thrombosis, or 
other obstructions to the circulation. In other cases 
it is produced by chronic infection or intoxication. 
In splenic enlargement due to stasis, microscopic 
examination usually reveals indurative changes of 
the reticular connective tissue, especially in the pulp, 
and proliferation of connective tissue in the capsule 
and trabecule. In splenic enlargement due to in- 
toxication the principal change is usually a hyper- 
plasia (without induration) of the reticular elements 
of the pulp. 

A comparison of the three groups of cases re- 
viewed refutes the theory that chronic infectious 
splenic enlargement leads to cirrhosis of the liver or 
frequently gives rise to thrombosis of the splenic 
or the portal vein. Indirectly it indicates that in 
splenomegalic cirrhoses of the liver, the liver and 
spleen can be injured independently and that in so- 
called thrombophlebitic enlargements of the spleen 
the thrombosis is usually primary and the splenic 
enlargement is caused secondarily by stasis. 

Thrombosis of the superior mesenteric vein with 
gangrene of the small intestine occurs principally in 
cases with portal stasis. 

In none of the reviewed cases did removal of the 
spleen lead to polycythemia or an appreciable 
reduction of resistance to infection. 

Louts NEuWELT, M.D. 


Miller, W.: Resection of the Liver for Cancer 
Metastases Followed by Local Freedom from 
Recurrence for Six Years (Leberresektion wegen 
Krebsmetastase. Sechs-jaehriger lokale Rezidivfrei- 
heit). Acta chirurg. Scand., 1936, 78: 103. 

The case reported was that of a woman twenty- 
nine years old who, over a period of ten years, had 
been subjected to repeated laparotomies for recur- 
rent ovarian tumors with secondary malignant 
degeneration, and from whom a liver metastasis the 
size of a fist was removed by resection of the liver. 
About eighteen months after the operation on the 
liver a portion of the small intestine was removed 
on account of its invasion by a secondary deposit, 
the size of a fist, from an ovarian tumor. At the 
same time, a secondary tumor the size of a walnut 
was removed from the anterior abdominal wall. 

Six years after the operation on the liver the 
patient was able to work and showed no signs of 
recurrence or metastases. 

Microscopic examination showed all of the tumors 
to be granulosa-cell carcinomas. 


The author discusses the malignancy of the 
tumors and reviews experiences to date with resec- 
tion of the liver for primary and metastatic cancer, 


Branch, C. D., and Zollinger, R.: Acute Cholecys- 
titis. A Study of Conservative Treatment. New 
England J. Med., 1936, 214: 1173. 

The authors review 235 cases of acute cholecystitis 
treated at the Peter Bent Brigham Hospital, Boston. 
Immediate operation was performed in 34 (14.4 per 
cent) and operation preceded by conservative treat- 
ment for an average of four and seven-tenths days in 
195. In 6 cases operation was not performed. Gen- 
eralized peritonitis was found at operation in 6 
(2.5 per cent). Cholecystectomy was done in 205 
cases and cholecystostomy in 24. There were 27 
deaths, 3 of which occurred in the cases in which 
operation was not performed. The total operative 
mortality was 10.7 per cent. In the cases of immediate 
operation the mortality was 20.5 per cent, whereas in 
those of delayed operation it was 8.7 per cent. 

In a survey of the literature the authors found 
that very few surgeons consider acute cholecystitis 
a condition requiring immediate operation. From 
the cases they review in this article they conclude 
that delay of operation for several days is of ad- 
vantage as it gives an opportunity to improve the 
patient’s general condition without danger of spread 
of the local process. Emit C. RosttsHeK, M.D. 


Fiessinger, N., and Gothie, S.: The Cholesterol 
Crystallization of Biliary Calculi (La cristallisa- 
tion cholestérolique des calculs biliaires). Presse 
méd., Par., 1936, 44: 837. 

Fiessinger and Gothie state that in discussions of 
the formation of biliary calculi much importance 
has been attributed to the crystallization of choles- 
terol. However, they believe that in the formation 
of biliary calculiin man it does not play the primary 
role. Their experiments have shown that if human 
bile is kept in test tubes at a temperature of 37 
degrees C., cholesterol is precipitated in the form of 
crystals but calculi are not formed. For the forma- 
tion of biliary calculi, instability of cholesterol is 
apparently necessary since animals such as rabbits, 
guinea pigs, and dogs, in which the bile cholesterol 
shows marked stability, do not develop gall stones. 

In the formation of gall stones in man, various 
factors play a part. At one time the chief factor 
was thought to be infection, but now that cases of 
biliary disease are operated on earlier than formerly 
it has been demonstrated that infection is not in- 
variably present with gall stones. The authors have 
found it in only 40 per cent of their cases. Others 
have reported its incidence as 50 per cent. While 
infection undoubtedly plays a réle in some cases, 
stasis is of more importance as it alters the physio- 
chemical equilibrium of the bile. Both stasis and 
infection produce inflammatory protein exudates in 
the gall bladder which favor stone formation. 

The authors have examined sections of many 
biliary calculi under polarized light. They have 
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found that all cholesterol calculi, whatever their 
size, show a similar formation. The center is formed 
by a mass of organic matter—bilirubin and protein, 
sometimes infiltrated with calcium salts. From this 
center cholesterol crystals radiate like the spokes of 
a wheel. The rim is formed by calcium salts more 
or less mixed with the cholesterol. 

From these findings the authors conclude that 
there are five stages in the formation of most biliary 
calculi: (1) the formation of a bilirubin-protein 
mass; (2) hardening of the periphery of this mass by 
calcium bilirubinate with some deposition of choles- 
terol; (3) centripetal crystallization from the periph- 
ery toward the center, which invades the amor- 
phous center slowly; (4) centrifugal crystallization 
from this center in the form of the spokes of a wheel; 
and (5) the formation of an outer covering of cal- 
cium salts sometimes mixed with cholesterol. It is 
therefore the calculus which determines the crystalli- 
zation of cholesterol, and not the crystallization 
which primarily forms the calculus. In other words, 
the crystallization of cholesterol ‘consolidates but 
does not create” a biliary calculus. 

ALICE M. MEYERS. 


Millbourn, E.: On the Diastasuric Conditions in 
Cases of Jaundice Due to Choledocholithiasis, 
Acute Hepatitis, and Malignant Tumors. 
Acta chirurg. Scand., 1936, 77: 523. 


In 39 (53 per cent) of 74 cases of jaundice due to 
stone in the common bile duct increased diastase 
values of 512 or above were found in the urine. In 
17 cases they were found for one or two days, and in 


22 cases for three or more days. In 20 cases the 
increase was only moderate, the value not exceeding 
2,048, while in 19 it was considerable, values of 
4,096 or higher (highest, 65,536) being found. 

Acute pancreatitis occurred in 13 (about 18 per 
cent) of the 74 cases. In 11 of the cases of acute 
pancreatitis the diastase content of the urine was 
increased. In 2, in which the test was made late, 
it was found normal. The increased diastase con- 
tent of the urine in the 11 cases may reasonably be 
attributed to the acute pancreatitis. 

In choledocholithiasis with jaundice, acute chole- 
cystitis appears to be of a certain, though not 
decisive, importance with relation to the diastase 
content of the urine. Cholangeitis is of no note- 
worthy importance. The duration of the jaundice 
appears to be of considerable, though not decisive, 
importance, an increase in the amount being more 
common at the beginning of the jaundice (the first 
two days) than when the jaundice has been present 
for three days or longer. 

The occurrence of acute pancreatitis or of an 
increase in the amount of diastase in the urine in 
choledocholithiasis with jaundice appears to depend 
to a considerable degree on the site of the con- 
cretion in the duct and the anatomical interrelations 
of the biliary and pancreatic ducts. The size of the 
concretion and the presence of one or more calculi 
in the common duct, whether impacted or not, 
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appear to be of a certain though not decisive im- 
portance in the diastase content of the urine. 

An increase in the diastase content of the urine in 
choledocholithiasis with jaundice is usually asso- 
ciated with pain or attacks of pain, but may occur 
also without pain at any time in the course of the 
disease or independently of attacks of pain. More- 
over, in cases in which such an increase is associated 
with pain on one or more occasions it may occur at 
other times without pain, and pain may occur 
without an increase in the diastase content of the 
urine. 

There seems to be no definite difference in the 
clinical aspect of choledocholithiasis with jaundice 
whether the diastase content of the urine is increased 
or not. 

In 3 (about 11 per cent) of 28 cases of jaundice 
due to certain or probable acute hepatitis which 
were seen at the Lund Clinic, the diastase content 
of the urine was increased to 512 or higher. In 2 
of these cases the increase persisted for two days 
and in 1 case for nine days. In none of the 3 cases 
did the values exceed 1,024. 

In cases of jaundice in which there is doubt as to 
whether the condition is due to a stone in the com- 
mon duct, a malignant tumor, or acute hepatitis, 
an increase in the diastase content of the urine to 
512 or higher is of certain, even though limited, 
diagnostic value as such an increase occurs in 
somewhat more than one-half of all cases of chole- 
docholithiasis with jaundice, somewhat more than 
one-fourth of all cases of tumor with jaundice, and 
in about one-tenth of all cases of hepatitis with 
jaundice. If the increase is to 4,096 or higher or if 
an increase to 512 or higher occurs for more than 
two days, the diagnosis of choledocholithiasis can 
be made with considerable certainty. 


Wetz, E.: A Discussion of the Clinical Character- 
istics and Diagnosis of Pancreatic Carcinoma 
on the Basis of Thirty-Two Cases Observed at 
the Surgical Clinic of the University of Giessen 
(Zur Klinik und Diagnose des Pankreas-Carcinoms. 
An Hand von 32 Faellen der chirurgischen Univer- 
sitaetsklinik Giessen). 1935: Giessen, Dissertation. 


The average age of the patients whose cases are 
reviewed by the author was fifty-five and one-tenth 
years. However, carcinoma of the pancreas may 
occur also in young persons. It is more common in 
males than in females. Twenty-seven of the 
author’s thirty-two patients were males. 

The cause of pancreatic cancer is not known. 
Among the factors to which the condition has been 
attributed are alcoholic abuses, gastric ulcers in- 
volving the glands, developmental anomalies and 
aberrant germ-buds of the pancreatic ducts, pan- 
creatic cirrhosis, gall stones, and chronic cholecystitis. 

In two-thirds of the cases the lesion occurs in the 
head of the pancreas. Of the cases reviewed, the 
head of the pancreas was involved in twenty-five, 
the entire pancreas in five, the body in one, and the 
tail in one. 
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Histological examination shows the tumor to be a 
scirrhous, medullary, or colloid cancer. According 
to their histological structure, pancreatic cancers 
may be divided as follows: (1) those arising from the 
epithelium of the efferent ducts; (2) those arising 
from the parenchyma of the gland; and (3) those 
arising from the islands of Langerhans. The 
islands of Langerhans offer great resistance to the 
carcinomatous process and still remain after there is 
nothing to be seen of the parenchyma of the gland. 
The necrosis of the fatty tissue is caused by steapsin. 

The author describes the symptoms of carcinoma 
of the pancreas and discusses the methods of ex- 
amination. The diastase values range between 32 
and 256 Wohlgemuth units. However, an increase 
in the diastase values is not a sure sign of pancreatic 
disease. In the reviewed cases the values were 
increased, and there was no decrease with the 
development of cancer cachexia. Blood-sugar 
tolerance tests (Bernhard) showed a disturbance of 
the carbohydrate-fixation capacity. In carcinoma 
of the pancreas the blood-sugar curve rises rapidly 
and falls slowly. Recently, roentgen examination 
has been found of aid in the diagnosis. However, 


as the diseased pancreas can be visualized by means- 


of the x-rays only occasionally, it is usually necessary 
to study its effect on the neighboring organs. Cer- 
tain conclusions with regard to pancreatic changes 
can be drawn from the roentgen shadows of the 
stomach and duodenum. Certain changes in the 
pars media of the stomach suggest changes in the 
body and tail of the pancreas. In some cases of 
pancreatic disease there are indentations of the 
greater or lesser curvature of the stomach. Certain 
changes in the pars pylorica suggest tumor formation 
in the region of the head of the pancreas. Pan- 
creatic disease may be associated also with signs 
of stenosis or displacement of the duodenum. In 
general, there are no findings which can be expected 
in every case. Of the cases reviewed, roentgenologi- 
cally demonstrable changes were found in only 2. 
With the aid of all of the methods of examination 
mentioned and the clinical findings it is occasionally 
possible to make a pre-operative diagnosis. As a 
rule, however, the diagnosis can be established only 
by operation. 

The duration of the disease averages from six to 
eight months. 

Palliative operations in cases with icterus are 
discussed. The prognosis of cancer of the pancreas 


is unfavorable as it is extremely rare that removal 
of the tumor results in cure. 
(RINTELEN). Matutas J. SEIFERT, M.D. 


MISCELLANEOUS 


Sjéqvist, O.: The Use of Morphin After Laparot- 
omies. A Pathologicophysiological and Clin- 
ical Study (Ueber die Verwendung von Morphin 
nach Bauchoperationen. Eine pathologisch-physiol- 
ogische und klinische Studie). Acta chirurg. Scand., 
1936, 78: 33. 

After briefly reviewing the normal physiology of 
the intestinal tract the author states that not all 
intestinal movements are peristaltic. Peristalsis 
serves to propel the intestinal contents, whereas the 
rhythmic contractions or pendular movements act 
mainly as forces promoting the portal circulation. 
According to the findings of the author’s experi- 
mental investigations, morphin does not paralyze 
the intestine, but stimulates the pendular movements 
and the intestinal tonus. 

Recent investigations have shown that the so- 
called postoperative paresis of the intestines is not a 
true intestinal paralysis. It is to be attributed to 
circulatory disturbances in the splanchnic area re- 
sulting in impairment of absorption and a transuda- 
tion of gases and fluids toward the lumen. In part, 
at any rate, this circulatory disturbance is due to 
inhibition of the pendular movements. Maintenance 
of these movements should therefore be one of the 
chief aims of treatment. When inhibition of these 
movements is overcome, resorption of the fluid and 
gas-forming transudate occurs. Forced mechanical 
emptying of the gut is harmful and unnecessary. 

The author discusses the pre-operative and post- 
operative treatment of patientssubjected toabdominal 
operations at the Seraphim Hospital, Stockholm. 
Before operation no laxatives, enemas, or aperients 
are given. Beginning with the day of operation, 
morphin is administered in large doses. During the 
period from 1929 to 1933, 2,798 patients operated 
upon for abdominal conditions were subjected to 
this régime. The author discusses especially the 
cases treated in the period from 1932 to 1933, the 
clinical records of which include detailed data re- 
garding the postoperative course. Cases of appen- 
dicitis and biliary conditions operated upon during 
these years are analyzed with reference to the inci- 
dence of so-called postoperative intestinal paresis. 
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Wilson, L., and Kurzrok, R.: Excessive Uterine 
Bleeding of Functional Origin. Am. J. Obst. & 
Gynec., 1936, 31: II. 


Five types of functional bleeding are considered, 
namely, puberty, maturity, preclimacteric, ovula- 
tion, and cyclical or anovulatory. Menstruation is 
discussed from the viewpoint of the myometrium, 
the endometrium, the ovary, and the anterior 
pituitary gland. From selected cases of functional 
bleeding which they present the authors draw the 
following conclusions: 

1. Functional uterine bleeding is completely 
independent of the type of endometrium. 

2. Cystic and glandular hyperplasia of the endo- 
metrium persists long after the bleeding has stopped. 

3. The cause of functional bleeding must be 
sought in some extra-endometrial factor. 

A theory based on the assumed presence of a 
bleeding factor (or hormone) in the anterior pi- 
tuitary gland is suggested to explain both menstrual 
and functional bleeding. The treatment of functional 
bleeding with the pituitary-like hormones obtained 
from pregnancy urine (Prolan A and B) is discussed. 
The authors state that the mechanism by which 
pregnancy urine extract controls functional bleeding 
has not been definitely determined. The absence of 
an effect on the endometrium demonstrates con- 
clusively that the cessation of the bleeding cannot 
be attributed to luteinization. The authors believe 
that pregnancy urine extract acts directly on the 
anterior pituitary, causing inhibition of the bleeding 
hormone. Epwarp L, Cornett, M.D. 


Bryan, W. A., and Trabue, C. C.: Total Hysterec- 
tomy. Ann. Surg., 1936, 103: 914. 

The thesis of this article is that total hysterectomy 
is preferable to subtotal hysterectomy provided its 
mortality can be kept as low as that of the subtotal 
operation. Among the reasons given is the usual 
one, that the stump left by subtotal hysterectomy 
may harbor malignancy at the time of the operation 
or develop malignancy later. The authors cite 
reports in the literature in which the incidence of 
malignancy in the stump left by subtotal hysterec- 
tomy is estimated at from 1 to 4 per cent. In addi- 
tion to the threat of malignancy, they call atten- 
tion also to the possibility of a disagreeable discharge 
and the growth of polypi after the subtotal opera- 
tion. 

They describe their technique for total hyster- 
ectomy and report 177 cases in which this opera- 
tion was performed with a mortality of 2.8 per cent. 

To prove that the mortality of total hysterectomy 
is not much greater than that of the subtotal opera- 


tion they tabulate figures from many sources which 
show that 21,945 subtotal operations were per- 
formed with a mortality of 2.73 per cent and 8,442 
total operations with a mortality of 3.28 per cent. 
They review the factors which influence these 
figures. 

In the discussion of this report, CULLEN, ROBINS, 
Novak, and GriFFITH expressed the opinion that the 
total operation is the more dangerous; that the sub- 
total operation is adequate for many cases, par- 
ticularly if the cervix is in good condition; that the 
total operation would be inadvisable in the presence 
of difficult pelvic conditions unless it were specifi- 
cally indicated; and that neither operation should be 
performed routinely. Among the objectionable re- 
sults of the total operation, they cited shortening and 
dryness of the vagina. Dantet G. Morton, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


McLellan, A.: A Clinical and Pathological Study 
of Salpingo-Oéphoritis Due to Pyogenic In- 
fection. J. Obst. & Gynac. Brit. Emp., 1936, 43: 
460. 


The investigation reported was conducted in an 
effort to obtain information regarding the nature 
and the pathway of infection in selected cases of 
inflammatory diseases of the adnexa. These factors 
often remain uncertain even after careful study of 
the history and the pathological findings. More- 
over, bacteriological examination of material re- 
moved at operation is disappointingly negative. 

Forty-one operative specimens of fallopian tubes 
and ovaries in which pus or exudate was present 
were studied in the hope that the infecting organ- 
isms might be identified. In only eleven specimens 
were bacteria found histologically. Gram-positive 
cocci were discovered in five, Gram-negative cocci 
in four, and Gram-negative bacilli in two. 

After careful gross and microscopic study of 
specimens it was concluded that early closure and 
distention of the fallopian tubes with disappearance 
of the fimbrie is a more distinctive feature of 
gonococcal infection than the histological picture. 
It was recognized also that when Gram-positive 
cocci were the offending organisms, the infection was 
of puerperal origin. Under such conditions the 
tubes were not distended but only thickened, the 
fimbrie were free, and the ovaries frequently con- 
tained purulent collections. 

Infection may spread from the lower to the higher 
levels of the genital tract by direct extension from 
the cervix to the uterine cavity; by way of the 
lymphatics in the parametrium; and as the result 
of involvement of the peritoneum through the 
lymphatics. Grorce H. Garpner, M.D. 
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Vayssiére, E., Mosinger, M., Cerati, P., and Donnet, 

A Case of Tumor of the Ovary with a 

Mixed Endocrine Structure—Folliculolutei- 

noma (Sur un cas de tumeur ovarienne 4 structure 

endocrinienne mixte—folliculolutéinome). Bull. Soc. 
d’obst. et de gynéc. de Par., 1936, 25: 321. 


According to their endocrine structure, tumors of 
the ovary are the following three types: folliculi- 
nomas, luteinomas, and a mixed type which the 
authors call “folliculoluteinomas.” 

The case of folliculoluteinoma reported in this 
article was that of a woman thirty-seven years old. 
The patient had never been pregnant. She had 
menstruated normally up to 1931, when she was 
thirty-three years old. Menstruation then stopped 
suddenly and she was amenorrhoeic for three years. 
At the same time heavy pain began in the left iliac 
fossa. In 1934 she began to have intermittent 
metrorrhagia. In the three-year period she gained 
20 kgm. in weight. The metrorrhagia finally became 
so copious that she sought treatment. 

Examination disclosed a tumor the size of an egg 
in the left flank. At operation, the neoplasm was 
found to be in the ovary. Its removal was followed 


by such severe hemorrhage that, five days later, . 


curettage became necessary. After the curettage 
uneventful recovery resulted. 

Histological examination of the tumor revealed 
three kinds of tissue: (1) tissue characteristic of 
folliculinoma; (2) tissue containing thick cords of 
cells resembling those of normal corpus luteum; and 
(3) tissue containing cells which were beyond doubt 
mesenchymatous, resembling the lutein cells of the 
theca interna. The mucosa of the uterus was very 
hyperplastic and rich in cells. 

In conclusion the author says that further study is 
necessary to clear up the reactions of the uterus to 
ovarian tumors. AuprEY Goss Morcan, M.D. 


Binet, A.: Ovarian Grafts (Les greffes ovariennes). 
Gynécologie, 1936, 35: 193. 

Experimental investigations, the findings of 
which have been wholly or partially confirmed by 
clinical observations, have shown that the factor 
necessary for the successful taking of an ovarian 
graft is the need of the body for the hormone sup- 
plied by the graft. The graft will take in a young 
castrated subject, an old individual, or an individual 
with endocrine insufficiency. In clinical cases the 
grafts may be free or pedunculated, autoplastic, 
homoplastic, or heteroplastic. According to Tuffier, 
autoplastic grafts take in 67 per cent of cases. The 
pedunculated graft would seem to be superior to 
the free graft, but its implantation is technically 
very difficult. In the author’s opinion, the only 
condition in which it is indicated is sterility from 
obliteration of the tubes. 

Ovarian grafts are indicated in hypoplasia, 
aplasia, and retardation of development of the 
genitalia, ovarian dysfunction or insufficiency, 
amenorrhea, dysmenorrhea, castration, senescence, 
ovarian and tubal sterility, and mental disturbances 


of genital origin. In the author’s opinion, their 
chief indication is the prevention rather than the 
treatment of disturbances caused by surgical cas- 
tration. Removal of the genital organs of women 
is followed by more or less serious disturbances in 
75 per cent of cases. 

For successful results from autoplastic grafting, 
it is not necessary to implant a whole normal ovary. 
Normal parts of an ovary that is cystic or otherwise 
diseased may be used. The graft may be placed 
beneath the skin, in the muscles, in the abdomen, 
or in the genital organs. It should always be placed 
in a location with a good blood supply. Binet 
prefers to implant it in the labium majus. This can 
be done by a slight operation under local anesthesia. 
The graft is placed, with its bleeding surface back- 
ward, about 5 or 6 cm. deep in the cellular tissue of 
the labium and the small skin wound then closed. 
Binet implants a graft in each labium. 

Autoplastic grafting is, of course, superior to 
either homoplastic or heteroplastic grafting. If a 
homoplastic graft is used, it should be obtained 
from a young and healthy subject. 

Eventually all grafts undergo atrophy and ab- 
sorption, but under normal conditions they have a 
beneficial effect in the meantime as they supply the 
hormone required by the patient to adjust herself 
to the changed hormonal conditions of the meno- 
pause and to regain hormonal equilibrium. 

AupREY Goss Morcan, M.D. 


MISCELLANEOUS 


Le Lorier, V., and Isidor, P.: A Complex Tumor of 
the Female Genitalia. Tumor of ‘‘Genital Ger- 
minal Tissue’? (Tumeur complexe de l’appareil 
génital femelle. Tumeur du “blastéme génital’). 
Gynécologie, 1936, 35: 257. 

The authors observe that genital tumors may con- 
tain elements retaining an embryonic potential 
which may reproduce the morphological aspects 
observable in the course of organogenesis. 

The case reported was that of a woman sixty- 
eight years old who had had a foul discharge for five 
months. The patient was married but had never 
been pregnant. Examination revealed a uterus the 
size of a two month’s pregnancy, which was of firm 
consistency on the right, and a mass of similar con- 
sistency apparently lying in the right broad liga- 
ment. At laparotomy, extensive intestinal adhe- 
sions were found and pockets containing serosan- 
guinous and purulent fluid were opened on both 
sides with the escape of friable vegetative tissue. 
Both tubes and ovaries were removed and a supra- 
vaginal amputation of the uterus was done. 

The uterus contained a large cauliflower growth. 
The right tube was enlarged toward its peripheral 
end and in appearance resembled a pyosalpinx. 
When it was sectioned, a thin-walled cavity filled 
by a whitish tumor mass was found. The right 
ovary was slightly enlarged and cystic. The left 
tube was smaller than the right tube, but con- 
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tained a similar granular tumor. The left ovary 
was normal. 

Microscopic examination of the tubes revealed a 
papillary growth similar to the vegetative ovarian 
tumors. Elongated cystic spaces lined by cells re- 
sembling endothelial cells, which suggested the 
epiodphoron, and vegetations were found in the 
muscle layers. The surrounding stroma cells in 
some areas showed all transitions between the usual 
adult forms and the epithelial cells of the vegetative 
growth. Many of these cells looked like syncytial 
cells. Even on the peritoneal surface there were 
papillary proliferations. 

The uterine tumor presented a varied picture. 
Close to its attachment to the myometrium it re- 
sembled the usual adenocarcinoma of the fundus. 
Farther out in the lumen it showed a more papillary 
structure resembling that of the tubes. The stromal 
cells varied from typical fibroblasts to epithelioid 
cells indistinguishable from the cells of the tumor 
proper. The lining of the uterus elsewhere than at 
the tumor site resembled wolffian epithelium. In 
the myometrium beneath the serosa there were a 
number of cystic spaces and deep indentations of 
the serosa suggestive of endometriosis. Here also 
the stroma was of an ambiguous character. On the 
surface of the right ovary there were similar epi- 
thelial cavities and serosal indentations with a simi- 
lar sarcomatoid stroma in the neighborhood. Even 
on the extragenital peritoneum bits of vegetative 
growth similar to that in the uterus were found. 

The authors believe that the evidences of or- 
ganogenetic malformation and the varied character 
of the growth in different locations point, not to a 
single origin in the tubes with secondary invasion 
elsewhere; but to an embryonic growth of the renal 
blastoma type. 

Numerous photomicrographs are presented. 

DANIEL G. Morton, M.D. 


Hauser, R.: Carcinoma on the Basis of Extensive 
Endometriosis (Carcinoma auf der Basis ausge- 
dehnter Endometriose). Zischr. f. Krebsforsch., 1936, 
43: 300. 

Although the literature on endometriosis is very 
extensive, there have been few observations on the 
possibility of malignancy of ectopic endometrium. 
Cullen and De Snoo have each reported a typical 
case of the latter condition. Hauser reports a new 
case which is of particular value because of the de- 
tailed histological study. The patient was a woman 
thirty-two years old. Menstruation had begun at 
the age of fifteen. The bleeding was very profuse, 
continued for eight days, and recurred at intervals 
of three weeks. In spite of curettage performed one 
year after the menarche, the condition became 
worse. The bleeding continued for from eight to 
fourteen days and recurred at intervals of the same 
length. Irradiation of the spleen, Alpine sun therapy, 
and roentgen irradiation caused no improvement. 
After this treatment the intervals between the 
periods were about eight days longer, but the bleed- 
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ing continued to be as profuse as before. Finally, 
severe bleeding occurred continuously for four 
weeks. 

When the patient entered the hospital she was 
found to have a high grade anemia. The uterus was 
enlarged and somewhat anteposed, and behind it a 
well-defined tumor-like thickening could be felt. 
Only sparse material was obtained on curettage. 
This showed relatively few gland ducts of varied 
form and size which were irregularly distributed in a 
preponderantly compact connective tissue stroma. 
The glandular epithelium was single layered. As the 
bleeding did not decrease and the hemoglobin was 
only 30 per cent, removal of the uterus was decided 
upon. 

At laparotomy, the uterus was found to be con- 
siderably enlarged, rotated toward the right pelvic 
wall, and lifted out of the true pelvis by a well- 
defined, only slightly movable, tense elastic tumor 
more than twice the size of a man’s fist. The neo- 
plasm arose from the left posterior wall of the uterus 
and filled a part of the large pelvis on the left side. It 
was lightly adherent to the omentum and intestines, 
and consisted of a compact, pithy white mass. A low 
supravaginal hysterectomy was performed with re- 
moval of the left ovary. ; 

When the patient was re-examined three months 
later the hemoglobin was 50 per cent. Except for a 
little firm resistance in the left parametrium, the 
findings of gynecological examination were negative. 

The extirpated uterus showed an irregular tumor 
arising on a broad base from its posterior wall and 
projecting into the uterine cavity as a polypoid 
structure which was white and solid, whereas the 
underlying muscle wall was finely honeycombed. 
Toward the external surface of the uterus there was 
a broad layer of normal muscle. Near the top of the 
fundus a small subserous myoma was found. Section 
through the irregular tumor and the honeycombed 
portion of the myometrium revealed endometrioid 
tissue which was still normal here and there but in 
many areas passed over to a primarily glandular and 
secondarily solid medullary carcinoma. Within the 
removed ovary a blood-containing cyst was found, 
and on its surface there were warty papillary ex- 
crescences. Three photomicrographs are presented. 
(SCHILLER). Danret G. Morton, M.D. 


Watson, E. M.: Carcinoma of the Female Urethra. 
J. Urol., 1936, 35: 654. 

The author states that since Ehrendorfer’s study 
of carcinoma of the female urethra in 1899 the num- 
ber of reported cases of the condition has gradually 
increased until recently Menville and Counseller 
were able to collect 149 cases which they regarded as 
authentic. 

Growths originating from the mucosa lining the 
urethra may be epitheliomas of true mucous mem- 
brane origin. There is also the urethral papilloma 
undergoing the histological changes of malignant 
degeneration. Adenocarcinoma of the urethra, 
which is very rare, may arise from Skene’s glands 
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the glands of Littré, or the few gland elements 
situated around the urethra. Combinations of these 
neoplasms, which are apparently mixed tumors of 
connective tissue and epithelial elements, also occur. 

The author reports the results of a study of 
seventeen cases of carcinoma of the female urethra 
proved by section which were treated on the Uro- 
logical Service of the New York State Institute for 
the Study of Malignant Disease. The ages of the 
patients ranged from thirty-six to seventy years and 
averaged fifty-two years. All of the patients had 
been married. Some of them had a positive Wasser- 
mann reaction. The symptoms were localized in the 
urethra, bladder, vagina, or back, and were of com- 
paratively recent onset. In ten cases, hematuria or 
an irregular bloody discharge was the presenting 
symptom. In eight, pain, burning, and frequency, 
often associated with hematuria, had been promi- 
nent symptoms. 

Watson says that the diagnosis of urethral car- 
cinoma in the female should not be difficult. The 
simple papilloma form must be distinguished from 
caruncle, polyp, benign papilloma, and leucoplakia 
with hypertrophy. All lumps, polyps, or caruncles 
removed from the urethra should be examined for 
malignancy. 

In the author’s cases the treatment has consisted 
of (1) surgery (electrocoagulation or more recently, 
excision with the cutting current); (2) high-power 
x-ray irradiation; (3) the implantation of radium 
emanation; or (4) some combination of these 
methods. Subsequent to excision of the tumor deep 
x-ray treatments have been given, usually two to 
the anterior pelvis and two to the posterior pelvis. 
When palpable glands are present in the groins, 
these areas also are treated by x-ray irradiation. 

Cure lasting for four years, and probably longer, 
may be expected in more than 50 per cent of cases. 

HERBERT F. Tuourston, M.D. 


Seguy, J. An Etiological and Clinical Study of 
Sterility (Etude étiologique et clinique de la 
stérilite). Rev. franc. de gynéc. et d’obst., 1936, 31: 
280. 

The author divides this discussion of sterility into 
two parts, one dealing with the causes and the other 
with the diagnosis of the condition. 

He states that involuntary sterility is present in 
about 15 per cent of marriages. It may be spoken 
of only when, after three years of normal sex rela- 
tions, pregnancy has not resulted. Seguy sum- 
marizes the numerous causes of the condition, 
emphasizing particularly the more recent contribu- 
tions on the subject. 

He first discusses lesions of the genital tract, 
male as well as female. He states that sclerosis, a 
defense mechanism of the body against congestion 
resulting from infections, hormonal stimuli, and 
mechanical causes, occurs in both sexes. It may 
develop in any part of the genital tract, producing 
an obstruction to either the development or the 
liberation of ova or spermatozoa. Among its 


numerous causes are infection (primary and heredi- 
tary syphilis, tuberculosis, acute general infections, 
appendicitis, gonorrhea) and poisons (lead, alcohol, 
morphine). Ectopic situations of the gonads prevent 
normal migration of the germ cells, especially in the 
male. Endocrinosympathetic factors such as pitui- 
tary, thyroid, adrenal, pancreas, ovarian, and 
testicular hormone dysfunctions are also of im- 
portance. General nutritional disturbances may 
lead to ovarian or testicular degeneration. 

A metabolic disturbance, particularly that shown 
in obesity, is an important factor in sterility, prob- 
ably on a chemical basis. Recent studies showing 
a close relationship between folliculin, the male 
hormone, and sterols (cholesterol) and hence with 
fats suggest a possible explanation. The male 
hormone has been synthesized from cholesterol, and 
the lutein hormone from a vegetable sterol, stig- 
masterine. Although cholesterol and fat are not 
chemically identical, they are closely related. Since 
the organism is capable of building up cholesterol 
from fats, the author believes that this fact may 
account for instances of apparent testicular or 
ovarian damage from excessive male or female sex 


* hormones derived ultimately from fats. Vitamin E, 


shown to be of great importance in the fertility of 
rats, is closely related to fats and cholesterol, and 
hence to folliculin. Vitamin A in excess disturbs the 
ovulation mechanism, and Vitamin B in excess 
arrests ovulation and produces follicle atresia. 

Among the pathological states of the genital 
tracts of both sexes which may bring about sterility 
through obstruction are malformations (aplasia, 
dysplasia, hypoplasia) and various infections. 
Tubal occlusion was found in 45 per cent of cases 
examined by the author. In 15 of these tuberculous 
salpingitis was present. 

Disturbances of physiology may also account for 
sterility in both sexes. Improper performance of 
the sex act (“impotentia coeundi”) is said by the 
author to account for 2 per cent of cases of male 
sterility. Vaginismus, the female counterpart, pre- 
vents insemination by preventing proper penetra- 
tion. Spasm or undue relaxation of the pelvic 
muscles may cause expulsion or seepage of the sperm 
from the vagina after normal coitus. Alterations of 
the hydrogen-ion concentration in the vagina 
(normal Ph, 4.5 to 5.2) may also play a part in 
sterility. Increased acidity destroys the sperm and 
decreased acidity decreases sperm motility. During 
certain days of the cycle the cervical canal contains 
a translucent, watery fluid which is essential to 
maintain the viability of the spermatozoa. Absence 
or deficiency of this fluid results in sterility. In the 
author’s opinion, the Ogino-Knaus theory of a 
fertile and sterile period in the menstrual cycle 
based on ovulation time is incorrect. The sole 
criteria of fertility are permeability of the cervical 
canal and the presence of the protective cervical 
secretion. Tubal factors in sterility are atonicity, 
spasm, hyperexcitation states, extreme length, and 
tortuosity of the tube. These interfere with migra- 





ae ae a a ee ee a 


a: os a a ak 


GYNECOLOGY 


tion of spermatozoa and ova. Once fertilization has 
taken place, sterility may still be brought about by 
failure of nidation due to abnormalities of the endo- 
metrium caused by infection, hormonal imbalance 
(folliculin or lutein excess or deficiency), or tumor 
formation (submucous fibroids). The author sub- 
scribes to the view that an endometrial hormone in 
some manner regulates ovarian function and that 
therefore a normally functioning endometrium is 
essential to normal ovarian function. 

The diagnosis of sterility is difficult. Conclusions 
must not be drawn too quickly from the absence of 
positive findings, as hidden causes of the condition 
may be easily overlooked, and cure must not be 
promised after a demonstrable cause has been 
removed. The examination should include con- 
sideration of the histories of the husband and wife, 
sperm examination, testing of tubal permeability 
(transuterine insufflation, hysterosalpingography), 
investigation of the “physiological permeability” 
of the cervix (the presence or absence of the pro- 
tective cervical secretions), investigation of ovarian 
function, and a meticulous search for hidden 
metabolic, serological, chemical, infectious factors. 
The author places little reliance upon the Knaus 
test for ovulation. Determination of the follicular 
or gonadotropic hormone content of the blood and 
urine are of some value though not absolutely 
reliable. Information regarding the lutein function 
of the ovary is best obtained by biopsy of the endo- 
metrium during the lutein phase. 

In conclusion Seguy says that the complexity of 
the problem of sterility necessitates close codpera- 


tion between gynecologists, urologists, chemists, and 

physiologists. Only when the study is thus com- 

pletely organized can further progress be expected. 
Harotp C. Mack, M.D. 


Duhail, P.: Tubal Insufflation and the Intra- 
Uterine Injection of Lipiodol in Sterility (In- 
sufflation tubaire et injection intrautérine de lipiodol 
dans la stérilit¢é). Bull. et mém. Soc. d. chirurgiens 
de Par., 1936, 28: 181. 


The direct male factor in sterility, which is esti- 
mated to be responsible for the condition in from 
25 to 30 per cent of cases, is frequently overlooked. 
Indirectly the male is responsible in 30 per cent of 
cases through the transmission of gonococcal infec- 
tion to the female. In one-third of the cases the 
condition is due to the female. 
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In sterility primary in the female uterine, tubal, 
and endocrine factors are involved. The uterine 
factors include malformations, uterine hypoplasia, 
cervical stenosis, anteflexion, retroflexion, endo- 
cervicitis, infectious endometritis, and cervical 
lacerations. Among tubal factors are gonococcal 
salpingitis, post-abortion and postpartum salpingitis, 
and salpingitis secondary to appendicitis. Con- 
genital impermeability of the tubes is rare. Endo- 
crine sterility is due to improper function of the 
ovary, thyroid, and anterior lobe of the pituitary 
gland. Genital lesions are most common in second- 
ary or acquired sterility; the majority are due to 
infection (metritis, salpingitis). 

Tubal insufflation and hysterosalpingography are 
indicated especially in cases of tubal sterility and 
uterine malformations, deviations, and hypoplasia. 
As the tubes are physiologically impermeable during 
the pre-menstrual period, these procedures should 
be carried out during the first week after the 
menstrual flow. In the presence of uterine bleeding 
and infection, insufflation and lipiodol injection are 
contra-indicated. The author describes the tech- 
nique of both methods. 

The chief dangers of insufflation are tubal rupture, 
which is rare if pressure does not exceed 200 mm.; 
gas embolism; and respiratory syncope due to ac- 
cumulation of the gas below the diaphragm. In- 
fection is rare if the contra-indications are heeded. 

The dangers of hysterosalpingography are tubal 
rupture, uterine rupture, fat embolism, infection, 
and chemical intoxication. Functional disturbances 
due to irritation of a previously infected tubal 
mucosa by iodine have been reported. The occur- 
rence of ectopic gestation after salpingography has 
been attributed to this procedure. 

Both methods have been cited as being of thera- 
peutic value in tubal sterility. The author is of the 
opinion that they are approximately of equal value. 
If insufflation shows the tubes to be patent, lipiodol 
injection is unnecessary. If the tubes are imper- 
meable to gas, hysterosalpingography will show the 
site, extent, and occasionally the nature of the 
occlusion, thereby aiding the surgeon to correct 
the condition if this is possible. The accidents which 
may follow each method should not be ignored 
since any of them may seriously impair the possi- 
bilities of an ultimate pregnancy. Because of its 
greater dangers, lipiodol injection is no longer used 
as often as it once was. Harorp C. Mack, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Villard, E., Regad, J., and Contamin, R.: The Réle 
of Endometrioid States in the Pathogenesis of 
Tubal Pregnancy (Du réle des états endomé- 
trioides dans la pathogénie de la grossesse tubaire). 
Gynéc. et obst., 1936, 33: 305. 

Now that the last word seems to have been 
spoken regarding the diagnosis and treatment of 
extra-uterine pregnancy, the authors believe it of 
interest to determine whether this is true also with 
regard to the etiolegy and pathogenesis of the con- 
dition. The multiplicity of the theories regarding 
the latter is evidence of their weaknesses. 

The first factor to which extra-uterine pregnancy 
was attributed was mechanical obstruction to the 
passage of the impregnated ovum. Such obstruc- 
tion may be caused by compression due to pelvic 
tumors external to, or within, the tubes, or by 
cicatricial bands, the sequele of inflammation. 
According to another theory, the condition is due 
to a congenital malformation of the tubes, such as 
hypoplasia or spiral or twisted tubes. The fact that 
hypoplasia is usually bilateral has been cited to 
account for the occasional bilateral occurrence of 
tubal pregnancy and its recurrence in the remaining 
tube. Among other congenital conditions held re- 
sponsible are accessory diverticula causing arrest of 
the ovum on its way to the uterus. 

It is believed by some that the cause of tubal 
pregnancy is to be sought in the ovum itself. In 
support of this theory it has been suggested that 
impairment of the vitality of the ovum by a general 
disease such as syphilis, tuberculosis, or a diathesis 
may delay its passage through the tubes. Ovarian 
disturbances such as hyperemia and sclerocystic 
degeneration have been held responsible for the 
formation of malformed ovules incapable of passing 
completely through the tubes. 

Schneider, Reimberg, Romcke, and others claimed 
that disturbances of tubal peristalsis may delay the 
progress of the ovum. However, although they 
were able to present apparent roentgenological evi- 
dence of such disturbances, anatomists believe that 
roentgenological phenomena of this type are due to 
spasms of the isthmic region. The authors are of 
the opinion that the severity and duration of such 
spasms are not sufficient to check the progress of 
the ovum through the tubes completely. Hypomo- 
tricity of the tubes has also been suggested as a 
cause of ectopic pregnancy. 

As to a possible effect of hormone disturbances on 
the migration of the ovum no definite conclusions 
have been reached. The activity of the ovary seems 
to play a réle in tubal implantation of the ovum 
only by exerting an effect on tubal peristalsis. Cotte 


and Kellar claim that in ro per cent of tubal preg- 
nancies there is an atypical development of the 
corpus luteum. It appears evident that while a 
hormone influence may not be the chief factor, it is 
far from a negligible factor. 

According to a theory which has been widely 
accepted, ectopic pregnancy is due to inflammation 
causing collapse of the vibratory cilia of the tubal 
mucosa with resulting destruction of the agent for 
propulsion of the ovum. The validity of this 
hypothesis has been questioned by some as it has 
been shown that the ovum may become implanted 
in a normal tubal mucosa. However, as a history 
of salpingitis is common in cases of ectopic preg- 
nancy, it must be admitted that inflammation plays 
an important réle in the pathogenesis of the condi- 
tion. Moreover, by a well-known metaplastic mech- 
anism, inflammation may give rise to progressive 


transformations ending in what is known as “‘endo- 


metrioid states.” 

All of these older theories have been more or less 
weakened by the advance in our knowledge of the 
intimate mechanism of implantation of the ovum. 
Recent studies have shown that the state of the 
mucosa plays an important part in the process, and 
that the most favorable conditions for implantation 
are presented by the premenstrual or pregravid 
uterine mucosa. The mucosa of the tubes, when 
normal, does not undergo menstrual changes to a 
degree sufficient for implantation. However, under 
certain circumstances, it may acquire a more or less 
marked resemblance to the uterine mucosa, not only 
in its morphological characteristics, but also in its 
physiological functions. It is this resemblance 
which characterizes the tubal endometrial states. 
The tubes may present an endometrioid or endo- 
metriosal condition in which all requirements for 
implantation of the ovum are met. 

The important part played by endometrial trans- 
formation of the mucosa in the occurrence of ectopic 
pregnancy is therefore evident. Among the various 
theories advanced to explain this transformation are 
the lymphatic theory, the inflammatory theory, the 
congenital theories, and the endometrial theory 
advanced by Cullen and completed by the studies 
of Sampson. Meyer believes that, under the in- 
fluence of irritation, the endothelial cells of the 
peritoneum may be transformed into cylindrical 
cells. None of these theories will explain all cases. 
The two chief causes of endometrioid transforma- 
tion of the tubal mucosa are congenital affections 
and inflammation. Lahm believes it is due to con- 
genital lesions pure and simple, while Meyer is of 
the opinion that inflammation intervenes to develop 
lesions originally latent. Faulty congenital differ- 
entiation of the tubes has also been held responsible . 
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Webster considers tubal dysembryoplasia a regres- 
sive anomaly. 

Decidual reaction is one of the most important 
physiological properties of endometrioid mucosa. 
However, the endometriotic mucosa, which is even 
more like that of true uterine mucosa, proceeds also 
to desquamation and hemorrhage, frequently re- 
sulting in a veritable hematosalpinx of an acute 
type and, even more often, in a chronic condition 
of “chocolate tube.” 

It is therefore evident that the old theories that 
congenital anomalies and inflammation are the 
chief causes of tubal pregnancy are valid only in 
the sense that these conditions may give rise to 
endometrioid states, endometriosis, or endome- 
trioma of the tubes, which alone provide the condi- 
tions necessary for implantation of the ovum. The 
endometrial theory explains perfectly all the peculi- 
arities of extra-uterine pregnancy in any location 
and permits the inclusion of all secondary causes 
of the condition. It is, moreover, the only truly 
physiological explanation. 

EpitrH ScHANCHE Moore. 


Baird, D.: The Upper Urinary Tract in Pregnancy 
and the Puerperium, with Special Reference to 
the Pyelitis of Pregnancy. VI. Pregnancy 
Complicated by Other Pathological Conditions 
of the Urinary Tract. J. Obst. & Gynec. Brit. 
Emp., 1936, 43: 453. 

The author discusses the association of the follow- 
ing urological conditions with pregnancy: (1) single 
kidney, seven cases; (2) congenital abnormalities of 
the urinary tract, seven cases; (3) hydronephrosis, 
four cases; (4) urinary calculus, ten cases; and (5) 
hematuria, fifty-three cases. 

He states that the risks of pregnancy with a single 
kidney are not very great, but it is advisable to delay 
pregnancy for from two to four years after nephrec- 
tomy. 

Pyelography has shown that congenital abnor- 
malities of the urinary tract, which are frequently 
symptomless, are much more common than was 
formerly supposed. 

While it has been claimed by some that pyelitis 
of pregnancy develops in women with an abnor- 
mality of the urinary tract, this is not correct. 

The reviewed cases of urinary calculus show that 
careful urological examination is necessary for a 
correct diagnosis as the urine was infected in all of 
the cases cited and, in four, pyrexia was present and 
the clinical picture was indistinguishable from that 
of pyelitis of pregnancy. In three cases the appen- 
dix had been removed without benefit. In three, 
there was hematuria and in one of these it was the 
only sign. In the one fatal case death could have 
been prevented if the urological examination had 
been made earlier. 

Although hematuria is only a sign, it occurs as the 
result of little understood causes so frequently in 
pregnancy that it has come to be regarded as a clini- 
cal entity. 
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In cases of albuminuric toxemia the bleeding is 
usually bilateral and occurs in the severe pre- 
eclamptic type and cases of chronic nephritis with 
high blood pressure. In cases of pyelitis it is almost 
always unilateral and may occur at the beginning 
of an acute attack or without warning in a chronic 
case. In some instances the bleeding may be 
caused by stretching of the renal pelvis or calcyes 
and may be stopped very quickly by the insertion 
of a ureteral catheter to relieve the tension. It is 
difficult to prevent obstruction of the catheter by a 
blood clot. 

Nephrectomy may be required eventually if the 
patient becomes too anemic, but although the hem- 
orrhage is often severe it seldom lasts for more than 
a few days at a time. Nephrectomy is not required 
as an emergency measure. 

J. THORNWELL WITHERSPOON, M.D. 


LABOR AND ITS COMPLICATIONS 


Reiles, M.: Considerations on the Artificial Induc- 
tion of Labor (Considerations sur le déclanchement 
artificiel de l’accouchement). Rev. frang. de gynéc. 
et d’obst., 1936, 31: 335. 


Posterior pituitary extracts, now properly stand- 
ardized, are of inestimable value in obstetrics, 
especially for induction of labor and stimulation of 
the uterine contractions during labor. Their use 
is much superior to that of the older mechanical 
methods which are all sources of danger since they 
involve the introduction of foreign bodies (bougie, 
dilatable bag) into the lower uterine segment. 
Among other methods that have been advocated 
for the same purposes are galvanization of the 
cervix, hot irrigations, cervical tamponade, and 
electrical stimulation of the breasts. The use of 
oxytocic drugs, particularly posterior pituitary 
extracts, is so rapidly being substituted for such 
methods that these procedures are now chiefly of 
historical interest. 

The author briefly reviews the history of the use of 
pituitary extract for the induction of labor and the 
stimulation of uterine contractions during labor. 
Fries (1911) and Hager (1912) were the first to 
employ it for these purposes. Watson (1913) and 
Stein (1920) made the most valuable contributions. 
Stein’s method (the administration of castor oil 
plus pituitrin in small divided doses) started a new 
era in the medical induction of labor. However, the 
results obtained by others with Stein’s method, 
with or without modifications, have been extremely 
variable. Von Kreis obtained good results in only 
1o per cent of his cases, whereas Eversmann ob- 
tained them in all. 

The author reports the results he obtained with 
Stein’s method in eighty-six cases, most of which 
were cases of premature rupture of the membranes. 
Some obstetricians believe that premature rupture 
of the membranes is apt to be followed by serious 
complications (prolongation of labor, ascending 
infection), whereas others believe it is of little 
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importance. The author is of the opinion that the 
truth lies somewhere between these extremes. He 
believes that, to lessen the danger of ascending in- 
fection, the period between the time of rupture and 
the onset of labor should be made as short as pos- 
sible, and that vaginal examinations and manipula- 
tions should be avoided. He does not attempt to 
induce labor until at least twelve hours have 
elapsed after rupture of the sac. The procedure in 
his cases is as follows: 

At 5 a.m., castor oil is given, and at 7 a.m. a 
hot bath. At 8 a.m. and every half hour thereafter, 
0.25 c.cm. of hypophysine is administered until a 
total of 1 c.cm. has been given. If labor begins 
before the total dose has been administered the in- 
jections are stopped. If labor does not begin soon 
after the administration of the total dose, antispas- 
modic drugs are given and the treatment is repeated 
on succeeding days. Quinine is used only when 
pituitary extract has failed. 

The results have been best in cases in which the 
membranes had ruptured previously. Of seventy- 
six cases of this type, labor was induced successfully 
in sixty-four (84.21 per cent) and began spontane- 
ously on the following day in the remaining twelve: 
In fifty-nine cases, labor began after the first 
attempt; in four, after the second attempt; and in 
one, after the third attempt. In fifty-seven cases 
delivery occurred spontaneously; in seven, interven- 
tion was necessary. Of the latter, the use of outlet 
forceps was required in two because of inertia, and 
surgical procedures to bring about complete dilata- 
tion of the cervix were necessitated in five by soft- 
part dystocia. Labor was induced more easily soon 
after rupture than when the induction was delayed 
forty-eight hours, and more easily also in multip- 
aras than in primiparas. The average length of 
normal labor after induction was eight hours and 
forty-eight minutes in the cases of primiparas and 
four hours in the cases of multiparas. Of the 
eighty-five infants born after the induction of labor, 
five were macerated and stillborn and six died a few 
hours or days after birth. In no case did fetal death 
occur during labor and in none was intervention 
necessary on account of fetal distress. The maternal 
morbidity was 18.6 per cent. In the case of a 
multipara with prolapse of the cord and rupture of 
the membranes four days before her admission to the 
hospital, rapid delivery of a macerated premature 
infant in transverse position occurred five hours 
after medical induction of labor, and death of the 
mother from septicemia on the seventh day after 
delivery. 

The author believes that castor oil has very little 
oxytocic value. Quinine is very variable in its 
effect as the latter depends upon the sensitivity of 
the patient. It is without danger to the mother 
even when signs of toxicity are present, but large 
doses have been reported to be dangerous to the 
fetus. The total dose should not exceed 1 gm. This 
should be given in four doses of 0.25 gm. Success or 
failure of medical induction are dependent upon 


many factors, but above all upon the physiological 
condition of the uterus at the time the induction js 
attempted. Neither the state of the amniotic sac 
(ruptured or intact), the state of the cervix and lower 
segment of the uterus, the woman’s parity, the 
presentation, nor the degree of engagement of the 
head is alone responsible for the success or failure 
of induction. The most successful results are ob- 
tained in cases at or near term, in which uterine 
contractions, already present to some degree, can 
readily be increased by pituitary extract. 
Harotp C. Mack, M.D. 


Hauch, E., and Mdller-Christensen, E.: Preliminary 
Results with Ergometrine. Acta obst. et gynec. 
Scand., 1936, 16: 152. 

After briefly reviewing the history of the use of 
secale, the authors discuss the methods of hysterog- 
raphy. They then report experiments which they 
carried out to determine the correctness of the 
results obtained by Moir with the ergometrine dis- 
covered by him. A Danish ergometrine preparation 
was employed. 

Moir’s results were confirmed. Moreover, better 
results with regard to uterine contractions were 
obtained with the ergometrine doses used than with 
the corresponding doses of extractum fluidum secale 
cornutum. 


Jacobs, F.: The Physiology and the Mechanics of 
Labor During the Period of Dilatation (Zur 
Physiologie und Mechanik der Geburt waehrend der 
Eroefinungsperiode). Arch. f.Gynaek., 1935, 160: 17. 


After reviewing the various theories regarding the 
dilatation of the cervix during labor, the author 
reports the findings of a study of the mechanics of 
the uterus which included the form, structure, and 
processes of contraction of the uterine wall. 

In his opinion the teaching that during contrac- 
tion of the uterine wall the organ must assume a 
spherical form; that the lower portions of the uterus 
remain passive and become stretched; and that 
the membranes drive a “point” forward is incorrect. 
After reviewing the theories of Bandl, he concludes 
that Bandl’s belief that the lower portion of the 
uterus is formed from the cervix cannot be supported 
today since it is now known that the lower uterine 
segment originates from the isthmic portion of the 
uterus, the mucous membrane of which, unlike 
that of the cervix, undergoes the same decidual 
changes as the mucous membrane of the corpus. 
However, Band did not ascribe a passive réle to the 
“lower uterine segment,”’ but believed that it con- 
forms to the contractions of the corpus and takes 
part in the activity of the organ as a whole. 

The author next discusses the changes occurring 
in the cervical tissue, the dilatation of the uterine os, 
and the conception of the uterus as a hollow muscle. 
He arrives at the following conclusions: 

The uterus is a hollow muscle and its evacuation 
is fundamentally analogous to that of every other 
hollow organ. Uterine function depends upon the 
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physiological nature of the substance of the uterus 
and therefore follows the laws governing the func- 
tion of smooth muscle. The mechanics of uterine 
action are determined by the form and the physical 
character of the contents of the uterus. When a 
solid content has reached the point at which its size 
remains constant, the process is terminated by 
“pains. 

rhe uterine musculature tends to become pro- 
gressively shortened in all its parts throughout 
labor. However, the mechanical factors which 
underlie this process and vary in their own activity 
difier in the different stages of labor. From the 
complex play of forces between the organ and 
its contents arise the changes and the multiplicity 
of the phenomena of labor. As long as the contents 
remain practically constant, the contraction of the 
musculature of the uterine wall produces in them only 
a change of form to which the wall of the organ 
adapts itself by partial stretching. In this process 
there occurs an accumulation of the muscular ele- 
ments toward the region of the fundus, where a 
constant shortening occurs. Simultaneously, the 
musculature of the lower part of the organ become 
active, the cervical tissue unfolds, and the uterine os 
opens. If the tissue of the cervix, which follows the 
parts of the wall drawn up over the passive fetus, is 
able to bring about the formation of a “straight” 
continuation of the lower segment, the ascent of the 
uterine walls ceases and mobilization and down- 
ward movement of the uterine contents occur. After 
evacuation of the cavity, simple continuation of the 
muscle shortening results in a general contraction 


of the organ and termination of the process. 
(Want). J. DanreL WILLEMs, M.D. 


Mdller-Christensen, E., and Pedersen-Bjergaard, 
K.: Investigations Regarding the Estrin Con- 
tent of the Blood and Urine of Women in 
Labor (Untersuchungen ueber die Oestrinmenge in 
Blut und Harn bei Gebaerenden). Acta obst. et 
gynec. Scand., 1936, 16: 142. 


The authors determined the estrin content of the 
urine of seventy-five women in labor. In the cases 
of twenty-two of these they determined also the 
estrin content of the blood. Seventeen of the women 
had primary weakness of uterine action. The fifty- 
eight others had normal labors. From the findings 
. these investigations the following conclusions are 

rawn: 

1. The amount of estrin in the urine of women 
> labor may vary from 1,000 to 100,000 m. u. per 
iter, 

2. The relation between the estrin content of the 
blood and that of the urine varies from 1/3 to 1/75. 

3. The theory that the production of estrin is 
low in women with primary weakness of uterine 
action was not supported by the findings. On the 
contrary, the results indicated that there is no differ- 
ence in the production of estrin during labor by 
women with normal labor and those with primary 
weakness of uterine action. 
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Rauramo, M.: Dilatation of the Rectum, Sigmoid, 
and Colon as a Cause of Dystocia (Megarectum- 
sigma-colon comme dystocie maternelle). Acta 
obst. et gynec. Scand., 1936, 16: 169. 


The author reports a case in which labor was 
obstructed by dilatation of the rectum, sigmoid, 
and colon due to atresia of a vaginal anus. Porro’s 
operation was done and the intestine then emptied 
manually through the anal aperture in the posterior 
wall of the vagina, which was widened surgically. 


Winter, E.: The Mortality and Morbidity Following 
Manual Separation of the Placenta in the 
State Obstetrical Institute, School of Mid- 
wifery, and the Gynecological Clinic of Bam- 
berg (Mortalitaet und Morbiditaet nach manueller 
Placentaloesung in der Staatlichen Entbindungs- 
anstalt, Hebammenschule und Frauenklinik Bam- 
berg). 1935: Erlangen, Dissertation. 


In the first part of this article the author reviews 
the literature on manual separation of the placenta. 
In the second part he reports the results of this pro- 
cedure at the State Obstetrical Institute connected 
with the Gynecological Clinic of Bamberg during 
the years from 1929 to 1933. 

The indications in the reviewed cases were reten- 
tion of the placenta with severe hemorrhage and 
retention of the placenta without hemorrhage when, 
after two hours, all other methods of separation had 
been unsuccessful. 

It is noteworthy that Bagestou’s method of induc- 
ing placental turgescence was tried in only one case, 
and without success. When hemorrhage occurred 
the procedure depended upon the amount of blood 
lost. If 400 gm. of blood were lost, so-called external 
manipulation was done; if 600 gm. were lost, 
Credé’s method was used; and if 800 gm. were lost, 
the Credé procedure was carried out under anes- 
thesia and followed immediately by manual sep- 
aration. 

These systematic methods were abandoned when- 
ever the hemorrhage became so alarming that 
emergency treatment was indicated. Compression of 
the aorta preceding the manual separation was 
never employed. 

The technique of disinfection was the usual tech- 
nique. In urgent cases not allowing time for disin- 
fection, rubber gloves were used after application 
of iodine to the hands. Additional gloves were not 
employed. Vaginal douches were not given. 

Of 6,105 deliveries in the five-year period from 
1929 to 1933, manual separation of the placenta was 
necessary in 275 (4.5 per cent). One hundred and 
thirty (2.1 per cent) of the manual separations were 
uncomplicated and 14.5 (2.37 per cent) followed 
surgical interventions. 

A single rise in the temperature to the fever point 
occurred in 12.7 per cent of the cases; a moderate 
fever lasting several days in 13.5 per cent; and sepsis 
in 1 case (0.36 per cent). There were 2 deaths, a 
mortality of 0.72 per cent. In both of the fatal cases 
the separation of the placenta was done after opera- 
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tive delivery. In the first case the manual separa- 
tion was followed by hemorrhage which nothing, 
not even tampons, could stop. Death occurred two 
hours after the operation. It was attributed to 
anemia. In the second fatal case there was a partial 
placenta previa with great loss of blood before the 
woman entered the clinic. The placenta was sepa- 
rated manually after metreurysis followed by ver- 
sion and extraction of the child. Although the loss 
of blood caused by the separation was slight, the 
patient died soon after the operation because of the 
total loss of blood. 

The patient with sepsis recovered and was dis- 
charged twenty-three days after delivery. As the 
midwife had made several examinations before this 
patient’s admission to the clinic, the clinic was not 
responsible for the sepsis. 

Both of the deaths were due to atony, not to the 
manual separation of the placenta. Therefore, the 
results of the manual separations as a whole were 
very favorable. 

(G. SCHAEFER). Maratas J. SerFert, M.D. 


NEWBORN 


Bernhart, F.: The Mortality of the Newborn (Ueber 
Neugeborenfruehsterblichkeit). Zentralbl. f.Gynaek., 
1936, Pp. 2717. 


The author reviews the deaths of infants occurring 
at the Gynecological Clinic of Vienna in the period 
from 1925 to 1934. Of 22,825 infants weighing more 
than 1,500 gm. at birth, 1,006 (4.35 per cent) were 
born dead or died within ten days after birth. 


Five hundred and sixteen (2.24 per cent) were 
born dead. Of these, 170 (0.7 per cent) were mac- 
erated. In only 44 of the cases of fetal maceration 
was there syphilis of the mother and child. If the 
deaths of 8 infants who died of syphilis later are 
included, the infant mortality from that disease 
was 0.23 per cent. This demonstrates that syphilis 
has become a much less frequent cause of death of 
newborn infants than it was formerly. 

Four hundred and ninety (2.11 per cent) of the 
infants died within the first ten days after birth. 
Many more newborn infants succumb to birth 
trauma immediately than survive such trauma and 
die later of other causes. The longer a child lives 
the more difficult it becomes to explain its death on 
the basis of birth trauma. 


Of the total number of 1,006 infants born dead or 
dying soon after birth, 588 weighed up to 2,800 
gm. and 418 weighed more than 2,800 gm. The 
author emphasizes the possibility of reducing the 
mortality of the newborn by decreasing the incidence 
of premature birth, some of the causes of which— 
such as chronic general diseases and constitutional 
insufficiency of the mother—can be prevented. 

Among the infants whose cases are reviewed there 
were 135 males to every 100 females. 

A large number of deaths due to birth trauma are 
to be ascribed to pathological positions of the fetus 
in the uterus. Most important of the latter are 
breech and transverse presentations. In cases of 
breech presentation, operative procedures have a 
higher mortality (16 per cent) than forceps pro- 
cedures (10 per cent). Of the cases reviewed, 
cesarean section was performed in 358, with death 
of the infant in 25 (1.3 per cent). Only 5 of the 
deaths were not directly attributable to the opera- 
tion. These were due to asphyxia. 

Surprisingly large was the number of infants born 
of multiparas which died soon after birth. Of these, 
67.8 per cent were born prematurely. 

Multiple births also have an influence on the 
infant mortality. It is noteworthy that the second- 
born of twins is more apt to die than the first-born. 

Theories regarding the causes of death of the 
newborn have changed considerably in the course of 
time. Whereas asphyxia was formerly regarded as 
the immediate cause of death, it is now believed 
that a respiratory disturbance is the primary cause 
and that asphyxia is secondary. There are also a 
large number of infants who are secondarily weak 
and, although fully developed, are injured at birth 
to such an extent that they are unable to meet the 
demands of extra-uterine life. In contrast to these, 
the author regards prematurely born infants as 
primarily weak. 

In conclusion, Bernhart summarizes the causes 
of the deaths of 197 of the stillborn infants and 250 
of the infants dying soon after birth. These were 
as follows: 

Stillborn infants: cerebral hemorrhage, 98; as- 
phyxia, 73; deformities, 20; trauma, 6. 

Infants dying within ten days after birth: cerebral 
hemorrhage, 198; asphyxia, 69; pneumonia, 68; 
deformities, 52; debility, 41; miscellaneous causes, 
22. (G. SCHAEFER). J. DANIEL WILLEMs, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Labbok, A.: Anatomical Studies of the Nerves of 
the Horseshoe Kidney (Anatomische Unter- 
suchungen der Nerven der Hufeisenniere). Zéschr. 
f. urol. Chir., 1936, 41: 385. 


From careful studies of two specimens of horse- 
shoe kidney, which he describes in detail, the author 
draws the following conclusions: 

Because of the paucity of the literature, the in- 
vestigation of the peculiarities of the innervation 
of the horseshoe kidney cannot be regarded as 
having been completed. The course of the indi- 
vidual nerve branches from the abdominal plexus 
to the renal plexus may vary greatly because 
of a congenital dystopia, of which horseshoe kidney 
is a special type, or because of peculiarities in the 
origin of the renal arteries from the aorta. When 
there is a marked congenital dystopia of the kidneys 
and when the renal arteries depart from the aorta at 
a low level, the site of origin of the nerve fibers is 
displaced to a lower plexus and the course of the 
nerves corresponds to the peculiarities of the posi- 
tion of the kidneys and the site of origin of the renal 
arteries from the aorta. 

In the development of painful sensations in cases 
of horseshoe kidney the anastomoses between the 
inferior mesenteric plexus and the hypogastric 
plexus play an important réle. The anastomoses be- 
tween the inferior mesenteric plexus and the lumbar 
sympathetic trunk which were described by Ssoko- 
low are quite definite anatomical structures. They 
have been studied by the author in detail and have 
been designated by the term “splanchnic lumbar 
nerves.’ Besides the anterior anastomoses between 
the inferior mesenteric plexus and the hypogastric 
plexus there are posterior anastomoses which, cours- 
ing behind the renal isthmus, enter the hypogastric 
plexus and, with the anterior anastomoses, form a 
sling around the isthmus. 

(Cotmers). Wrtttam C, Beck, M.D. 


Papin, E., and De Berne-Lagarde, R.: The Indica- 
tions and Technique of Total and Subtotal 
Nephro-Ureterectomy (Indications et technique 
de la néphro-uretérectomie totale et subtotale). 
Arch. d. mal. d. reins et d. organes genito-urinaires, 
1936, 10: I. 

In the great majority of nephrectomies the ureter 
is resected just below the kidney. If the lesion ex- 
tends along the ureter, resection at a lower level may 
be necessary. 

After a detailed review of the anatomical relations 
of the ureter in the male and female, the authors 
describe the following operative procedures: (1) sub- 
total nephro-ureterectomy, in which the ureter is 


resected to a point above the ductus deferens in the 
male and above the uterine artery in the female; 
(2) juxtavesical nephro-ureterectomy, in which the 
ureter is resected near the margin of the bladder; 
(3) total nephro-ureterectomy, in which the ureter 
is removed in its intramural portion down to the 
ureteral orifice; and (4) nephro-ureterocystectomy, 
in which a more or less extensive portion of the 
urinary bladder is resected with removal of the 
kidney and ureter. 

In the authors’ opinion the ureter should be ap- 
proached extraperitoneally but not transperitoneally. 
Of the large number of incisions proposed for the 
extraperitoneal approach, the suprapubic median 
incisions are best. The suprapubic median _inci- 
sions used most often are the transverse incision of 
Pfannenstiel and the vertical incision. 

The inferior segment of the ureter is identified and 
exposed by: (1) lateral detachment of the bladder, 
(2) total detachment of the bladder, (3) extra- 
peritonization of the bladder, or (4) cystotomy. 

Extraperitonization of the bladder is performed as 
follows: 

The space of Retzius is opened, the umbilico- 
prevesical aponeurosis is incised transversely, and 
the vesical space is exposed. The bladder is then 
detached above and below as far as possible on both 
sides. If the detachment becomes difficult, the 
peritoneum is incised near the margin of the bladder 
at the level of the urachus. The peritoneal cavity is 
closed with catgut. Ricuarp E. Somma, M.D. 


Motta, G.: A Clinical Contribution to Roentgen 
Irradiation of the Kidney in the Treatment of 
Ureteral Fistulas (Contributo clinico alla irradi- 
azione roentgen del rene nel trattamento delle 
fistole ureterali). Arch di ostet. e ginec., 1936, 43: OI. 


Motta reports three cases of ureteral fistula in 
which permanent cure of the fistula was obtained 
by roentgen irradiation of the kidney in from ten to 
twenty days after termination of the treatment. 
One of the fistulas followed an operation for tubercu- 
lous salpingitis, and one, an operation for pyosalpinx. 
The third was an intestinovaginal fistula due to a 
vaginal operation. 

After critically analyzing fifty-four reported cases 
of ureteral fistula which were treated by roentgen 
irradiation of the kidney with cure in 45.5 per cent, 
Motta discusses the unsolved problem of the changes 
in the renal epithelium following the irradiation, the 
disparity of the experimental results, and the hypoth- 
eses (all of them far from proved) which have been 
advanced to explain the cure of ureteral fistulas by 
such treatment. Unfortunately in most of the cases 
reported by others, as well as in his own, cystoscopic 
control following the treatment was lacking. 
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In Motta’s opinion, the changes in the renal epi- 
thelium after irradiation of the normal kidney are 
too slight to warrant the conclusion that the healing 
is due to exclusion of the kidney, and the time be- 
tween the roentgen treatment and the cure shows 
that not all cures can be explained by coincidence. 
The two most important factors in the cure are an 
immediate improvement in the composition and a 
transitory diminution in the amount of the urine 
following the irradiation. If the break in continuity 
is only partial and the lumen is still patent, these 
influences favor spontaneous healing with restora- 
tion of the lumen and continuance of renal function. 
Under other conditions they favor it by obliteration 
of the ureter with secondary atrophy of the kidney. 

Motta concludes that before nephrectomy is con- 
sidered in cases of ureteral fistula, irradiation should 
be given a thorough trial. M. E. Morse, M.D. 


Ostrowski, T., and Dobrzaniecki, W.: The Value 
of Ureteral Transplantation by Coffey’s Method 
as Shown by Intravenous Urography (Considéra- 
tions sur la valeur de l’implantation des uretéres 
selon la méthode de R. C. Coffey a la lumiére de 
l’urographie intra-veineuse). J. de chir., 1936, 47: 
897. 5 

The authors report six cases in which trans- 
plantation of the ureters into the colon was done by 
Coffey’s method. In four cases it was done because 
of an obstetrical vesicovaginal fistula; in one case, 
because of a postoperative fistula; and in one case, 
because of exstrophy of the bladder in a man. 

In every case a careful pre-operative examination 
was made. This included intravenous urography to 
tule out abnormalities of the ureter and renal 
atrophy which would render the operation useless. 

There were two deaths. One occurred after the 
implantation of one ureter, as the result of the devel- 
opment of a large retroperitoneal hematoma, and 
the other at the time of the implantation of the 
second ureter, as the result of acute uremia. 

During the first days after the operation all of 
the patients showed evidences of urinary stasis in 
the renal pelvis—pain in the lumbar region, dryness 
of the mouth, nausea and sometimes vomiting, and 
a rise in the temperature. At the same time the 
blood urea increased. After this first stage, these 
symptoms disappeared and the blood urea dimin- 
ished to about 50 mgm. per 100 c.cm. The fecal evac- 
uations were of the type of a “false diarrhea,” occur- 
ring from two to four times a day. There were also 
from four to eight evacuations of urine daily. 

Repeated studies of the surviving patients by 
intravenous urography showed that the excretory 
function of the kidney was definitely diminished. 
On the basis of the urographic findings and of the 
autopsy findings in the fatal cases, the authors 
attribute this functional insufficiency of the kidney 
more to the increase of pressure in the ureters and 
pelves than to infection. 

Because of the diminution of renal function, the 
interference with normal ureteral peristalsis, the 


false diarrhea (which was attributed to absorption 
of the urinary ammoniac salts by the colon), the 
authors are of the opinion that ureteral transplanta- 
tion should be done in cases of vesicovaginal fistula 
and exstrophy of the bladder only when all other 
methods fail. Avice M. MEveErs. 


BLADDER, URETHRA, AND PENIS 


Kasztriner, I.: Syphilis of the Bladder (Die Lues der 
Blase). Zéschr. f. urol. Chir., 1936, 41: 477. 


Syphilis of the bladder is extremely rare. Since 
1900, only 106 cases have been reported in the litera- 
ture. Some of them were diagnosed by cystoscopy 
and some by the Wassermann test. The symptoms 
may be similar to those of a very severe cystitis. 
Blood may appear in the urine, sometimes in the 
form of a terminal hematuria. Frequently hema- 
turia may be the only sign of the condition. As a 
rule it is due to gumma of the bladder. Hematuria 
occurred in half of the author’s cases, and a definite 
terminal hemorrhage in 2. In most cases of early or 
late syphilis of the bladder characteristic evidence of 
syphilis is found in the skin, glands, and the throat. 
Often cystoscopy is impossible because of hemor- 
rhage and reduction of the size of the bladder. The 
size may be increased most easily by specific anti- 
syphilis treatment. 

The cystoscopic picture of early syphilis of the 
bladder usually shows areas of spotty redness, 
erythematous syphilides, papules, and ulcers. The 
manifestations of late syphilis of the bladder, which 
are more varied, are described in detail. According 
to the description of Illyés, the syphilitic ulcer is 
very sharply defined, as though it were cut by a 
knife, and its base is lardaceous. Syphilis may be 
suspected if no tubercle bacilli or other organisms 
can be found in the urine and the usual treatment 
for catarrh of the bladder is unsuccessful. If the 
lesions heal under treatment with iodine, salvarsan, 
and mercury, the diagnosis was correct. The aver- 
age time required for cure varies from twelve days 
to two months. In neglected cases it may range 
from four to five months. 

In conclusion the author briefly reviews the histo- 
ries of 10 cases. (Cotmers). Lro A. JuHNKE, M.D. 


Godard, H.: Urethroplasty for Congenital Stric- 
tures. Method of Temporary Grafting of the 
Penis on the Scrotum (Urétroplastie pour rétré- 
cissements congénitaux. Procédé de la greffe 
temporaire de la verge sur le scrotum). Rev. de chir., 
Par., 1936, 55: 37: 

Godard states that urethroplasty following the 
resection of urethral strictures is a rather exceptional 
operation. Congenital urethral strictures have a 
peculiar course. Appearing early in life, they 
cause difficulties of micturition in a period of a 
few years. Later, under the influence of secondary 
factors, they may become unexpectedly worse. 

The author reports the case of a man forty-five 
years old whose difficulties of micturition began at 
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puberty with frequency and burning on urination. 
A diagnosis of deep, congenital urethral stricture 
was made. In spite of several dilatations and 
urethrotomies, acute urinary retention ultimately 
developed. After performing a cystotomy Godard 
attempted resection of the stricture followed by 
urethroplasty. 

The technique employed in this case was the same 
as that used in the surgical treatment of certain 
types of hypospadias, consisting of reconstruction of 
the lower segment of the urethra at the expense of 
the skin of the scrotum. In the first stage of the 
operation the penis was grafted into the skin of the 
scrotum and sutured to it. In the second stage the 
penis was lifted up from the graft, together with two 
lateral scrotal flaps, and the flaps were sutured to 
the under-surface of the median line. Care was taken 
to insure perfect vascularization of the pedicle. 
The patient made an uneventful recovery. 

Gross examination of the resected urethra revealed 
the presence of two strictures, one about 2 cm. from 
the meatus and the other, 1 cm. long, about 6 cm. 
from the external orifice. Microscopic examination 
showed complete preservation of the mucosa and, 
around the lumen, a large sclerotic plaque of hard 
consistency which apparently had replaced the 
spongy portion of the urethra. The lesion was 
distinctly periurethral and subepithelial. 

The author calls attention to the possibility of 
the formation of phosphatic calculi due to the 
presence of hair on the scrotal flaps. Although this 
complication did not occur in his case, it has been 
reported repeatedly in the literature. Godard made 
the observation that the skin of the scrotum, in a 
zone 3 mm. to either side of the median raphé, has 
only a very small number of hair follicles. To 
eliminate the danger of phosphatic calculosis, he 
recommends careful pre-operative depilation of the 
scrotum by x-ray irradiation, chemical means or, 
preferably, electrocoagulation. He states that the 
resulting scars are small and the elasticity of the 
scrotal flap is not impaired. 

RicHarpD E. Soma, M.D. 


GENITAL ORGANS 


Millin, T.: Impotence and Its Surgical Treatment: 
With Reference to a New Operative Procedure. 
Proc. Roy. Soc. Med., Lond., 1936, 29: 817. 


The author limits his discussion of impotence to 
the cases in which erection is absent or so feeble that 
coitus is impossible. Such cases may be classified 
into the following three groups: (1) those in which 
the impotence followed trauma to the perineum, 
either operative or accidental; (2) those in which it 
followed inflammatory lesions of the perineum re- 
sulting in extensive scar formation; and (3) those in 
which no organic or psychological cause for the 
condition is apparent. 

The new operative procedure discussed by Millen 
is the operation devised by Lowsley on the basis of 
the theory that contraction of the bulbocavernosus 
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and ischiocavernosus muscles is largely responsible 
for erection. Of fourteen cases in which Lowsley 
performed his operation, completely successful 
results were obtained in nine. In all of the cases 
erection had been impossible or unsatisfactory for at 
least two years. Millin reports on eight cases in 
which he performed the operation. Three of his 
patients were rendered impotent by trauma, two 
had never succeeded in having intercourse, and the 
remaining three had become impotent after a period 
of active sexual life. Millin emphasizes that in the 
selection of the cases for the operation it is essential 
to exclude those due to neuropathies or endocrine 
disturbances, those of transient impotence, and 
those of disorders such as premature ejaculation. 
Whether the operation supplements the erectog- 
enous processes by increasing the venous congestion 
is not known. However, when the reflex arcs are 
intact it may be successful. The duration of the 
effects of such muscle reefing has not. yet been 
determined. 

In conclusion Millin says that a considerable num- 
ber of cases of impotence call for medical or psy- 
chiatric therapy. When urethral abnormalities are 
present, endoscopic methods are indicated. In 
cases of impotence with a history of perineal trauma 
or inflammatory lesions, Lowsley’s operation holds 
out remarkable prospects. It may be successful also 
in the cases of patients in the fourth or fifth decade 
of life who, after normal sexual life, have developed 
total or partial impotence not responding to con- 
servative urological or psychiatric therapy. For 
older patients with failing potency, Millin recom- 
mends the Lowsley operation combined with a 
Steinach procedure. Etmer Hess, M.D. 


Elliott-Smith, A.: The Steinach II Operation for 
Prostatic Obstruction. Proc. Roy. Soc. Med., 
Lond., 1936, 29: 825. 

The Steinach II operation was not originally in- 
tended for the treatment of prostatic hypertrophy, 
but was devised to overcome certain disadvantages 
of simple ligation of the vas deferens. It was ap- 
parently first used for prostatic obstruction by 
Niehans. 

The operation is performed under local anesthesia. 
The cord is exposed by an incision made over each 
external inguinal ring. After opening of the tunica 
vaginalis and delivery of the testicle a silk ligature 
passed through the digital fossa and tied so that it 
will occupy the groove between the globus major and 
the body of the testicle. 

Patients on catheter treatment for urinary re- 
tention will often recover the power of normal 
micturition, but if a patient with complete retention 
develops an acute epididymitis, return to normal 
micturition in the ensuing three or four days becomes 
almost a certainty. 

During the last eighteen months the author has 
performed the Steinach II operation twenty times. 
The pre-operative treatment consisted of bladder 
lavage, the administration of hexamine and acid 
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sodium phosphate by mouth, and the forcing of 
fluids. Blood-urea determ nations and urea-concen- 
tration tests were made. 

If the patient passed urine freely after the opera- 
tion, catheterization was delayed for twenty-four 
hours, but if the amount of urine passed was small, 
catheterization was done after twelve hours or as 
soon as the patient complained of discomfort. The 
frequency of catheterization depended upon the daily 
residual urine. Urinary infection was treated by the 
use of an indwelling catheter and lavage. If these 
measures were not followed by rapid improvement, 
suprapubic cystostomy was performed without 
delay. 

Three of the patients died and seventeen left the 
hospital with fairly good control of micturition. In 
no case was the residual urine over 4 oz. at the time 
of discharge. Of the seventeen patients discharged 
from the hospital, two cannot be traced and two 
returned with recurrence of the prostatic obstruction 
for which prostatectomy was done. The remaining 
thirteen are still under observation after from one to 
eighteen months. One of them has about 10 oz. of 
residual urine. In the cases of the others, micturition 
occurs without any difficulty and with diminished 
frequency, and the residual urine varies from 1% to 
3 02. 

The author believes that many patients with 
prostatic obstruction who are now subjected to 
prostatectomy could be relieved by the simple 
Steinach II operation. ELMER Hess, M.D. 


Chauvin and Mosinger: Malpighian Epitheliomas 
of the Prostate and Their Histogenesis (Sur les 
épithéliomas malpighiens de la prostate et leur 
histogénése). J. d’urol. méd. et chir., 1936, 41: 297. 


Malpighian epitheliomas are found not only in 
the skin and in mucose lined with stratified pave- 
ment epithelium, but also in certain viscera which 
under normal conditions are lined with a cylindrical 
or aciniglandular epithelium. They occur very 
frequently in the lungs, uterus, biliary tract, nasal 
cavity, fallopian tubes, pancreas, and salivary 
glands. In the genito-urinary tract 2 groups of 
malpighian tumors have been distinguished: (1) 
those involving the paramalpighian mucosa of the 
excretory urinary tract, and (2) metaplastic mal- 
pighian epitheliomas involving organs without a 
paramalpighian structure. The latter include the 
malpighian epitheliomas of the prostate. 

With regard to the histogenesis of malpighian 
tumors 3 hypotheses have been advanced: According 
to the first, the tumor develops from an islet of 
malpighian metaplasia such as may occur in the 
biliary tract, respiratory tract, or the body of the 
uterus following a chronic inflammatory process. 
According to the second theory, malpighian tumors 
of viscera of non-malpighian structure develop on a 
dysembryonic basis. According to the third theory, 
the tumors occur asa direct transformation of normal 
epithelium into cancerous tissue of malpighian 
structure. 


On the basis of a study of 117 inflammatory or 
neoplastic prostates the authors attempted to 
answer the following questions: 

1. Do the histological findings support any of 
these theories? 

2. What is the incidence of malpighian or para- 
malpighian islets in non-neoplastic prostates? 

3. What is their incidence in adenomas of the 
prostate? 

4. Are malpighian islets found predominantly in 
prostatic epitheliomas of glandular structure? 

They report in detail a case in which histological 
examination revealed: (1) a prostatic adenoma in 
which the hyperplastic process was combined with 
malpighian metaplastic phenomena, and (2) a 
malpighian epithelioma engrafted on the adeno- 
myoma. The patient was a man eighty years old. 
This case definitely supports the theory of a direct 
tumoral metaplasia. However, the process developed 
on predisposed tissue, as shown by the metaplastic 
islets disseminated in the adenomatous areas. 

In non-neoplastic prostates malpighian islets 
occur in chronic prostatitis, simple or suppurative. 
Moreover, there is a physiological malpighian stage 
of the prostate between the eighth and ninth month 
of intra-uterine life. This malpighian epithelium 
disappears about the second month after birth. 

Of 115 cases of benign adenoma of the prostate, 
the authors found malpighian metaplasia analogous 
to that observed in the adenomatous portion in the 
case reported in 38 (33 per cent). As a rule the 
change involves only 1 or 2 acini, nearly always in 
contact with a leucocyte polynuclear or lymphocyte 
islet. Occasionally the metaplasia may be demon- 
strated in several zones, in which case it does not 
appear related to a mesenchymatous inflammatory 
process. The pathogenic mechanism of the phe- 
nomena under these conditions is as obscure as that 
of the hypertrophic adenoma itself. In 6 prostatic 
epitheliomas of various structure, malpighian islets 
were discovered 3 times in the midst of the tumor 
tissue. 

The authors conclude that malpighian metaplasia 
occurs in 32 per cent of prostatic adenomas as well 
as in prostatitis. The possibility of the secondary 
development of malpighian cancer from these islets 
must be taken into consideration. The findings in 
the author’s case of malpighian cancer and the 
frequency of malpighian islets in prostatic cancer 
of different structure indicates that the malpighian 
aspect may appear simultaneously with cancerization. 

EpitH SCHANCHE Moore. 


Blanc, H.: The Cystic Form of Cancer of the 
Prostate (La forme kystique du cancer de la 
prostate). J. d’urol. méd. et chir., 1936, 41: 13. 


Blanc reviews six cases of the cystic form of can- 
cer of the prostate which have been recorded in the 
literature and reports one case which came under 
his own observation. 

The usual symptoms of the condition are those 
of ordinary prostatic hypertrophy, namely, dysuria, 
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nocturia, retention, and hematuria. Pain is for a 
long time absent. When the prostatic mass projects 
into the rectum there may be some disturbance of 
defecation. 

Rectal examination reveals a smooth, fluctuant 
swelling. There is none of the nodularity and woody 
hardness found in the usual carcinoma of the pros- 
tate. The swelling is always clearly limited to one 
or the other lobe and does not involve the median 
interlobar groove. In short, there is nothing in 
either the symptoms or the findings of physical 
examination to suggest malignancy. 

Whether or not the nature of the condition is 
recognized, surgical evacuation of the cyst is usually 
necessary. The cyst contents are hemorrhagic or 
serous. They may be clear or contain débris of the 
tumor. The inner surface of the cyst may be entirely 
smooth. Following relief of the urinary obstruction 
it is only after the elapse of weeks or months that 
the essentially malignant character of the growth 
becomes apparent. 

In some cases the cysts seem to be the result of a 
liquefaction necrosis of the cancer, and in others, 
of an interstitial hemorrhage. There are reasons for 
believing also that the cysts and the cancer may 
arise as independent processes. 

The treatment is only palliative and is directed 
toward relief of the urinary retention. 

ALBERT F. DE Groat, M.D. 


Grasso, R.: Torsion of the Sessile Hydatid of 
Morgagni (Sulla torsione dell’ idatide sessile di 
Morgagni). Arch. ital. di chir., 1936, 43: 221. 


The case reported was that of an eleven-year-old 
boy with an essentially negative past history. The 
child was brought to the clinic because of a moder- 
ately severe pain which developed suddenly in the 
right testicle a few days previously while he was 
walking and was followed by an increase in the size 
of the right half of the scrotum and a slight elevation 
of the temperature. Aspiration of the right half of 
the scrotum yielded 5 c. cm. of a limpid, sero- 
sanguinous sterile substance. A diagnosis of torsion 
of the right spermatic cord was made. 

Under ether anesthesia the testicle was exposed by 
an anterior scrotal incision. On its superior pole 
there was found a bluish-black body about the size of 
a large pea, which resembled a blood clot and was 
attached to the testicle by a slender stalk. Removal 
of this body was followed by uneventful recovery. 

On gross examination, the removed tissue pre- 
sented the picture typical of a hemorrhagic infarct. 
On microscopic examination its structure was found 
greatly altered by the presence of an interstitial 
hemorrhage. The hemorrhagic infarcts were sur- 
rounded by aggregations of polynuclears. The blood 
vessels appeared engorged and dilated. Normally, 
the hydatid of Morgagni shows a stroma of connec- 
tive tissue rich in fibroblasts and containing large 
blood and lymph vessels. 
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The anatomical diagnosis in the reported case was 
torsion of the hydatid of Morgagni. 

Grasso subdivides embryonal rests of the testicle 
anatomically into: (1) the sessile hydatid of Mor- 
gagni or testicular hydatid; (2) the pedunculated 
hydatid of Morgagni or hydatid of the epididymis; 
(3) the paradidymis or organ of Giraldés; and (4) the 
vasa aberrantia or aberrant ducts of the epididymis. 

After reviewing the literature on the sessile 
hydatid of Morgagni the author discusses the normal 
and pathological features of this rest and the symp- 
toms produced when it undergoes torsion. The 
first symptom of torsion is usually spontaneous pain 
not explainable by any other condition. The pain 
may be tolerable or so severe that it disables the 
patient. It is localized in the testicle and the corre- 
sponding inguinal region. Physical examination of 
the scrotum reveals swelling, redness, and tenderness 
to pressure. Fever is usually absent. 

Grasso states that in all cases of acute or subacute 
orchitis occurring at the age of puberty the possibil- 
ity of an infectious orchi-epididymitis and of torsion 
of the spermatic cord or embryonal appendages 
must be considered. The presence of hemorrhagic 
fluid in the material evacuated by aspiration is a 
strong indication of torsion of these structures. 

The treatment indicated for torsion of the sessile 
hydatid of Morgagni is prompt operation. In all 
cases the prognosis offered by such treatment is 
excellent. RicHarp E. Soma, M.D. 


Abell, I.: Cysts of the Testicle. Ann. Surg., 1936, 
103: O41. 

Cysts of the testicle, exclusive of hydroceles of the 
tunica vaginalis, encysted hydroceles of the cord, 
and hydroceles occasionally occurring in the body 
of the testicle, arise within epididymal structures or 
vestigial remnants connected with them. The au- 
thor has seen thirty-two cases of cysts with such an 
origin and site. Only one of the subjects gave a 
history of gonorrhea. In four cases there was a 
history of trauma. Twenty-six operations were 
performed on twenty-five patients. In four cases 
there was polycystic disease. In two of these the 
condition was bilateral. 

From the standpoint of etiology, cysts of the tes- 
ticle fall into three groups: (1) cysts having their 
origin in vestigial remnants, (2) retention cysts, and 
(3) polycystic disease or cystic embryomas. 

Retention cysts develop most frequently in the 
vasa efferentia and least frequently in the coni 
granulosi of the globus major. 

Polycystic disease of the epididymis may consist 
of retention cysts due to obstruction or may present 
the characteristics of a true neoplasm. In the 
latter type the agglomerated cysts replace or destroy 
the epididymal tubules and at times attain a huge 
size. On the basis of their anatomicopathological 
make-up they are to be classified as cystic embryo- 
mas. ELMER Hess, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Huggins, C. B., McCarroll, H. R., and Blocksom, 
B. H., Jr.: Experiments on the Theory of Osteo- 
genesis: The Influence of Local Calcium De- 
posits on Ossification; the Osteogenic Stimulus 
of Epithelium. Arch. Surg., 1936, 32: 915. 


The inorganic constitution of bone is influenced 
by the composition of the body fluids. Under nor- 
mal conditions the predominant salts are of the 
apatite group, but under abnormal conditions other 
salts accumulate and any chemical combination 
which tends to make an insoluble or difficultly sol- 
uble salt in a faintly alkaline watery medium will 
be found in the teeth and bones. 

The authors carried out experiments to determine 
whether a local deposit of calcium stimulates .osteo- 


genesis, and to discover the nature of the epithelial - 


osteogenetic stimulus. 

In the first experiment, carried out on dogs, bone 
salts were implanted in the abdominal wall, a sur- 
gical defect in a rib, and a trephine defect in the 
skull. No new bone was formed. 

In the second experiment, also carried out on 
dogs, teeth were implanted in the abdominal wall. 
After the implantation of normal deciduous teeth, 
fibrous connective tissue was found filling the pulp 
space of the teeth and new bone formation occurred. 
After the implantation of boiled deciduous teeth, no 
new bone formation was found. It therefore ap- 
peared that the new bone formation following the 
implantation of normal deciduous teeth was due to 
transplanted tooth cells rather than to the solid 
calcified phase. After the implantation of unboiled 
unerupted teeth, bone was found in the pulp space 
of seven out of ten teeth. 

In the third experiment, epithelium of the urinary 
bladder was transplanted to the abdominal fascia of 
rats and guinea pigs. Bone formation resulted. 

In the fourth experiment, carried out on dogs, 
epithelium of the urinary bladder was transplanted 
into or to the surface of the spleen. When it was 
transplanted into the spleen it led to the formation 
of bone only if connective tissue capable of ossifica- 
tion was transplanted with it. Transplantation of 
such epithelium to the surface of the spleen led to 
the formation of a small amount of bone in several 
instances. 

In the fifth experiment, the mucosa of the urinary 
bladder was transplanted to the peritoneum of nine- 
teen dogs. In every instance bone was found. This 
finding led to the conclusion that the subperiosteal 
fibroblasts in the outer coat of the bladder differ 
from the fibroblasts adjacent to the lining epithelium 
of this structure in that the former ossify when in 


contact with bladder epithelium while the latter do 
not. Rupotps S. Retcu, M.D. 


Colombo, C., and Romero, A.: Clinical and Exper- 
imental Researches on Chronaxia in Muscular 
Atrophy Following Trauma and Infections of 
Joints (Ricerche cronassimetriche cliniche e speri 
mentali nelle amiotrofie consecutive a traumatismi 
e infezioni articolari). Arch. ital. di chir., 1936, 43: 
125. 

The authors’ studies were carried out on twenty- 
three patients with muscular atrophy following 
trauma or infection of different joints and on rabbits 
having a similar atrophy consecutive to an aseptic 
arthritis of the knee produced by scraping of the 
cartilage. The purpose of the researches was to 
study the pathogenesis of the atrophy and the 
changes in chronaxia occurring with the evolution 
of the lesion, and to determine whether chronaxio- 
metric examination is of practical clinical value. 

The findings were the same in both the human 
and the animal subjects. The atrophic muscles 
constantly showed increased chronaxia as long as 
the joint lesion was clinically active. When the 
joint conditions were stationary, the chronaxia was 
normal. There was no parallelism between the 
degree of atrophy and the changes in muscle 
chronaxia, and reduction of the atrophy through 
exercise was not accompanied by diminution of 
chronaxia. With increased chronaxia, the muscle 
rebound was usually raised, but sometimes it was 
normal. In several instances of normal chronaxia it 
was raised. The reaction of degeneration, longi- 
tudinal hyperexcitability, and slowed contraction 
were never present. The nerve chronaxia of the 
atrophic muscles remained normal. 

The earliest and most intense atrophies occurred 
after trauma to the knee, and the next earliest and 
most intense atrophies after trauma to the shoulder. 
In the animal experiments atrophy of the quadriceps 
was apparent within two or three days and reached 
remarkable proportions. The muscle chronaxia in- 
creased with the atrophy, becoming from three to 
seven times that of the normal side. There was no 
parallelism in the further course of the two phe- 
nomena, as the atrophy persisted while the chro- 
naxia returned to normal in from three to thirteen 
days. 

On the basis of the literature and their own ob- 
servations the authors conclude that muscular 
atrophy following joint lesions is of a reflex nature, 
and that the arc arises in the sensory neurone from 
the joint and reaches the muscle by way of the 
sympathetic system, thus altering the trophism of 
the muscle and perhaps also determining the hyper- 
reflectivity. These atrophies belong in the same 
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group as Bourguignon’s lesions of repercussion and 
are related also to “physiopathic” disturbances of 
Babinski and Froment. 

The findings reviewed are of clinical importance 
as they prove that increased muscular chronaxia 
indicates, independently of the presence of muscular 
atrophy, the presence of an active joint lesion. 

The data are presented in tabular form, and the 
article has a bibliography. M. E. Morse, M.D. 


Bergstrand, H.: Four Cases of Ewing Sarcoma in 
bs. Am. J. Cancer, 1936, 27: 26. 


The author reports four cases of Ewing sarcoma 
in ribs. All were much alike. The patients had just 
reached the age of puberty. The tumors were lo- 
calized in the sixth to eighth ribs and were all at the 
back. They grew into the pleural cavity like a 
sponge, pushing the pleura away. The tumor tissue 
had lifted the periosteum on the pleural surface of 
the ribs as far as the attachment of the intercostal 
muscles. As a consequence, the inside of the rib 
was rough, with periosteal spicules, while the out- 
side was smooth, although tumor tissue had infil- 
trated all around the bone. The tumor tissue had 
also filled the haversian canals throughout the 
thickness of the rib. 

The localization of the tumors to the posterior 
parts of the sixth to eighth ribs is noteworthy, these 
being the sites of earliest ossification. The time 
when ossification begins in the bones in which 
Ewing sarcoma occurs was therefore investigated. 

A study of the cases reported by Geschickter and 
Copeland and by Connor showed that in practically 
all instances the tumors occur in the parts of the 
skeleton where ossification begins toward the end 
of the second month of fetal life (Keibel and Mall). 
This is in agreement with the previously made 
observation that this form of malignant growth 
occurs primarily in the shafts of the long bones and 
never in the epiphyses. Geschickter has reported 
nineteen cases in which the tumor occurred in the 
maxilla, which are formed at the same early stage 
but are not preformed in cartilage. 

Only a few cases are not in accord with this rule, 
ahd of these, several are doubtful. 

Conclusions regarding the histogenesis of Ewing 
sarcoma might be permissible on the basis of the 
peculiar localization of the tumor. Ewing considered 
the neoplasm an endothelioma arising in the endo- 
thelium of the lymphatics in the haversian canals. 
Connor suggested that it arises from the reticulo- 
endothelial system. This opinion is shared by 
Oberling, who therefore includes the Ewing sarcoma 
in his system of reticulo-endothelial tumors. Ge- 
schickter and Copeland believe that the growth 
originates in the intracortical or subperiosteal 
lymphoid tissue. Melnik maintains that it is a 
round-cell sarcoma arising in the undifferentiated 
embryonal connective tissue cells in the haversian 
canals, 

The author concludes that the Ewing sarcoma 
may possibly be traced back to a disturbance in 
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the formation of the skeleton at a very early stage 
of fetal life. This is known to be characterized by 
a condensation of the mesenchymal blastema, the 
cells of which ultimately form the precartilage. 
These early cells are very similar to the tumor cells 
of the Ewing sarcoma. The marked sensitivity of 
Ewing sarcomas to irradiation would be explained 
if the cells are comparable to such primitive em- 
bryonal cells. Norman C. Buttock, M.D. 


Owre, A.: Chondromalacia Patellz. Acta chirurg. 
Scand., 1936, 77: Supp. 41. 

The term “chondromalacia patelle” is used by 
the author to designate a disease of the patella in 
which the cartilage is softened, degenerated, and 
fissured. 

In 1,002 autopsies, Heine found that lesions due to 
arthritis were most frequent in the patella and next 
most frequent in the lateral condyle of the tibia. In 
subjects under twenty years of age they were rare. 

The author made 124 autopsy examinations of the 
patella of supposedly normal knees. The most com- 
mon abnormalities found were edema of the carti- 
lage, longitudinal streaking due to degeneration 
changes, tuft formation on the synovial flap, and 
thickening of the synovial membrane. The patellar 
cartilage is the thickest articular cartilage in the 
body. In the subjects under twenty years old it was 
found to be from 3.8 to 4.9 mm. thick; in those of 
middle age, somewhat thicker; and in those who 
were old, much thinner, sometimes only 1 or 2 mm. 
thick. Fissure formation and fraying of the cartilage 
were not seen in the subjects under twenty years old, 
but were noted often in those from twenty to twenty- 
nine years old and were prominent features in those 
from thirty to thirty-nine years old. In several cases 
small disk-shaped pieces of cartilage were attached 
by delicate stalks to the rest of the cartilage. A con- 
nective tissue band was often found on the medial 
edge of the patella. In the subjects from forty to 
fifty-nine years old, edema was overshadowed by 
other lesions of the cartilage, such as longitudinal 
streaks, fissures, fraying, and tuft formation. In 
some of the subjects over sixty years old the cartilage 
was reduced to a thin yellowish-gray covering over 
the bone. These degenerative changes were always 
first noted on the medial facet of the patella. As the 
degenerative processes increase, the flakes and tufts 
of cartilage disappear. In the most pronounced 
cases the bone is practically denuded of cartilage. 

The patellar cartilage has no power of regenera- 
tion. Fissures and other defects are filled in by con- 
nective tissue or bone. In later stages of degenera- 
tion the adjacent underlying bone becomes some- 
what resorbed and the marrow spaces are replaced 
by fibrous tissue formation. 

The author presents in tabular form the findings 
of a study of 74 cases, involving the examination of 
3,000 slides. In the age group under twenty years 
there were 6 patients with definite evidence of degen- 
erative changes in the cartilage. In some cases these 
changes were noted in the cartilage before full 





468 


development of the patella. The lesions were found 
on the mesial facet more frequently than on the 
lateral facet. In 8 out of 10 cases changes similar to 
those in the patella were found in the cartilage of the 
lateral tibial condyle. Fat deposits were present to 
a slight extent in normal cartilage, but were defi- 
nitely increased in the presence of degenerative 
changes. Microscopic examination showed that the 
degeneration of the cartilage terminated with the 
picture of arthritis deformans. 

Observations over a five-year period showed that 
30 per cent of patients with knee trouble left the hos- 
pital without a definite diagnosis. This may have 
been due to lack of knowledge concerning the car- 
tilage surfaces of the joint. 

In order to determine what clinical symptoms may 
occur in supposedly normal knees and what their 
relationship may be to the pathological findings 
described, the knees of 400 patients were examined. 
Of 100 patients under twenty years of age, 7 had 
tenderness of the joint capsule; 20, pain or tender- 
ness on pressure over the patella; 52, crepitation of 
various types; and 6, pain on kneeling. Most of 
those with tenderness in the capsule also had pres- 
sure-pain over the patella and crepitation, the 3 
symptoms being concomitant. Of 100 patients from 
twenty to twenty-nine years old, 25 had capsule 
tenderness; 44, tenderness over the patella; 87, 
crepitation; and 10, pain on kneeling. In addition, 
many of them had crepitation. Of 100 patients from 
thirty to thirty-nine years old, 10 had enlargement 
of the infrapatellar fat pad; 30, capsular tenderness; 
59, pain over the patella; 93, crepitation; and 24, 
pain on kneeling. Of 100 patients over forty years 
of age, 40 had swelling of the infrapatellar fat pad; 
48, capsular tenderness; 66, pressure-pain over the 
patella; 99, crepitation; and 26, pain on kneeling. 

These findings suggest the following questions: 
Does capsular tenderness indicate synovial hemor- 
rhage? Does pressure-pain over the patella mean 
disease of the cartilage? Does crepitation mean de- 
struction of cartilage? 

Answers to these questions were found in 23 cases 
in which autopsy followed the clinical examinations. 
In all of the cases in which there was capsule ten- 
derness and in all of those with pressure-pain over 
the patella, autopsy revealed injection of the syno- 
vial membrane and definite degenerative changes 
in the cartilage respectively. However, as these 
changes were often found also in cases in which 
there had been no clinical symptoms, they are not 
ruled out by negative clinical findings. Crepitation 
without degenerative cartilage changes was noted in 
2 of the younger patients, and in 1 case extensive 
degenerative changes had not been evidenced by 
crepitation. In 5 cases there were more pronounced 
clinical symptoms on one side than the other and 
this difference corresponded to the difference in the 
findings on the two sides at autopsy. 

Of the 400 cases of supposedly normal knees 
studied by the author, locking occurred in 14 and 
effusion in 53. The latter was more frequent in the 
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older age groups. These symptoms were associated 
with morphological findings in a sufficient number of 
cases to justify the conclusion that effusion in the 
joint has an etiological relationship to chondro- 
malacia. 

The author concludes that chondromalacia is a 
sign of advancing age. It may be regarded as the 
first sign of arthritis deformans of the knee. The 
degenerative changes in the cartilage begin within 
the cartilage at a point near its center. Trauma, 
either single or repeated, is not of much etiological 
importance, but probably aggravates a latent dis- 
ease condition. The most important signs of chon- 
dromalacia are palpable fissure formation in the 
patellar cartilage and pressure-pain over the patella. 
These are both noticed when the patella is pushed 
medially over the femoral condyle. They may be 
considered pathognomonic of the disease. The 
other signs—capsular tenderness, effusion, and lock- 
ing—may be present in other diseases. The locking 
is not a true locking such as occurs in meniscus 
trouble, but a sudden painful catch in the movement 
of the joint which is temporary and leaves a feeling 
of soreness. Other symptoms are aching after sitting 
for a long time in a cramped position and pain in the 
knee on going down stairs or down hill. X-ray ex- 
amination is negative, at least in the early stages. 

Chondromalacia of the patella may be distin- 
guished from osteochondritis dissecans by roentgen 
examination. Mild luxations may produce similar 
symptoms, but usually may be ruled out by the his- 
tory of trauma. Meniscus troubles, rupture of the 
crucial ligaments, and arthritis deformans are other 
conditions to be considered in the differential diag- 
nosis, but in their fully developed forms will not be 
mistaken for chondromalacia. 

The treatment of chondromalacia of the patella 
should be conservative. Restriction of activity, sup- 
porting bandages, stimulation by thermotherapy, or 
complete immobilization may be indicated, depend- 
ing upon the severity of the symptoms. Resection 
of the diseased cartilage has been done with indif- 
ferent results. Operation to prevent the later devel- 
opment of arthritis has not been justified by expe- 
rience. Surgery is indicated only by frequently 
recurring symptoms causing persistent disability. 

WILLIAM ARTHUR CLARK, M.D. 


FRACTURES AND DISLOCATIONS 


Jones, L., and Lieberman, B. A., Jr.: The Interac- 
tion of Bone and Various Metals: Vanadium 
Steel and Rustless Steels. Arch. Surg., 1936, 
32: QQO. 

The authors state that in investigations of the 
interaction of bone and various metals the exact 
chemical composition of the metal should be known 
and the reaction of the metal to the bone as well as 
the reaction of the bone to the metal should be 
studied. 

For their investigations they chose four alloys— 
one of vanadium steel, used for Lane plates of the 
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Sherman type, and three of rustless steels of different 
composition. The first of the latter, designated as 
“nickel-free’’ rustless steel contained a large amount 
of chromium and no nickel. The second, designated 
as “high nickel’’ rustless steel had a low chromium 
and a high nickel content. The third, designated as 
‘low nickel” rustless steel had a high chromium and 
a low nickel content. 

As the alloy that is free from nickel is soft and 
easily machined, orders for prostheses given to manu- 
facturers without specification of the formula de- 
sired will probably be filled from this alloy rather 
than from the harder alloys which are much more 
difficult to machine. 

In the authors’ experiments tacks were machined 
from the four alloys and placed in the bones of dogs 
under aseptic conditions. After the dogs were 
sacrificed the reaction of the metal to the bone was 
studied by removing the tacks, weighing them, and 
computing their loss of weight. The reaction of the 
bone was determined by fixing, sectioning, and study- 
ing the defects created by the tacks. 

With the thought that the corrosive effect of serum 
electrolytes might be a factor in the interaction of 
bone and metals, four tacks of each metal were im- 
mersed in 5 c.cm. of Ringer’s solution for thirty days. 
In the experiments with nickel-free rustless steel and 
vanadium steel the effect of the electrolytes was 
clearly evident as early as forty-eight hours after 
immersion of the metal, and at the end of the thirty 
days a heavy precipitate in the tubes demonstrated 
extensive corrosion. In the experiments with the 
chrome-nickel rustless steels no corrosion occurred. 

The authors conclude from their findings that the 
alloy of vanadium steel used for the standard Lane 
plate undergoes rapid corrosion and causes extensive 
necrosis of bone, and that the nickel-free rustless 
steel, which is also widely used for bone prostheses, 
produces the same effects to a less degree. They 
therefore recommend the use of the chrome-nickel 
rustless steels which, although not completely non- 
irritating, undergo minimal corrosion. 

Rupotps S. Retcu, M.D. 


Conwell, H. E.: Closed Reduction of Recent Dis- 
locations of the Semilunar (Lunate) Bone. 
Ann. Surg., 1936, 103: 978. 


The mechanism causing dislocation of the semi- 
lunar bone is extreme hyperextension of the wrist. 
In extreme dorsal displacement of the wrist, the 
semilunar bone, being firmly attached to the ante- 
rior radio-ulnar ligament, does not follow the other 
carpal bones and is left out of its socket. As the 
wrist comes back into normal position, the semi- 
lunar bone lies anterior to the carpus and is rotated 
sometimes as much as 180 degrees. This trauma 
also produces fracture of some of the neighboring 
bones, notably the scaphoid, os magnum, or the 
end of the radius. After all wrist injuries a thorough 
examination, including roentgenography in both 
anteroposterior and lateral planes, should be made. 
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If diagnosed early and reduced at once, a dislo- 
cation of the semilunar bone should have no serious 
after-effects. It can be reduced by the following 
procedure: With an assistant maintaining counter- 
extension at the elbow, the surgeon makes extension 
on the hand and hyperextends the injured wrist to 
an extreme degree. Firm continuous pressure is 
then made with the thumbs on the anterior aspect 
of the wrist over the dislocated bone, while the 
wrist is flexed. At the point where the wrist has 
passed the 180-degree line and is beginning to 
flex, it is suddenly and firmly forced into full 
flexion, whereupon the bone usually goes into place 
with a snap. 

Four or five days after the injury, closed reduction 
is difficult or impossible. In cases in which the dis- 
location has remained unreduced for seven or eight 
days a better result will usually be obtained by 
removing the bone than by attempting either open 
or closed reduction. However, some authorities 
have reported good results from late reduction. 

Following the reduction, the wrist should be im- 
mobilized in moderate flexion with molded plaster 
splints which include the elbow to prevent rotation. 
In cases not complicated by fracture, the immobili- 
zation should be maintained for a period of about 
two weeks. 

The author reports eleven cases, seven of which 
were complicated by fracture. In two, the fracture 
occurred in the lower end of the radius; in two, in 
the scaphoid and os magnum; in one, in the scaphoid 
and ulnar styloid; in one, in the scaphoid alone; and 
in one, in the ulnar styloid alone. In one case 
reduction was accomplished after nine days; in one, 
after five days; and in the others, after four days 
at the latest. Three of the patients returned to 
full work after five weeks; three, after six or seven 
weeks; and the others, after from ten to twelve 
weeks. 

General anesthesia is necessary for the reduction. 
It should be induced preferably by intravenous in- 
jection. 

Malacia or Kienboeck’s lesion has never been 
noted after these injuries. Trauma is not believed 
to be of much importance in its causation. 

WILLIAM ARTHUR CLARK, M.D. 


Moore, T.: Spontaneous Rupture of the Extensor 
Pollicis Longus Tendon Associated with Colles’ 
Fracture. Brit. J. Surg., 1936, 23: 721. 


Spontaneous rupture of the extensor pollicis 
longus tendon associated with Colles’ fracture is 
rare. Moore believes that it may be the result of 
contusion of the tendon caused by the unpadded 
plaster cast and immediate movement of the thumb. 
In the three cases he reports it occurred a month or 
longer after the fracture of the radius. Good func- 
tional results were obtained following transplanta- 
tion of the distal end of the ruptured tendon into 
the tendon of the abductor pollicis longus. 

Paut C. Cotonna, M.D. 
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BLOOD VESSELS 


Mayer, C.: Surgical Treatment of Organic Obliter- 
ation of the Arteries of the Lower Limbs (La 
thérapeutique chirurgicale des oblitérations arté- 
rielles organiques des membres inférieurs). Bruxelles 
méd., 1936, 16: 1090. 

Mayer states that chronic obliterative arteritis 
is of two types—the arteriosclerotic type and the 
thrombo-angiitis type (Buerger’s disease). The 
method of arteriography, recently developed, has 
made it possible to distinguish these two types 
clearly. In arteriosclerotic arteritis the arteriogram 
shows marked variations in the caliber of the artery, 
with areas of narrowing. In thrombo-angiitis, the 
caliber of the affected artery is reduced throughout 
the length of the vessel. Arteriography, as done in 
Ranzi’s clinic in Vienna, has proved to be without 
danger and in some cases has resulted in clinical 
improvement. 

As Leriche and other investigators have shown the 
importance of arterial spasm in the production of 
obliterative arteritis, various operations have been 
devised to overcome spasm in the collateral circu- 
lation and thus improve the blood supply of the 
affected limb. The first of these operations was 
periarterial sympathectomy. Later, in 1924, lum- 
bar sympathectomy was introduced by Diez. At 
Ranzi’s clinic this operation has been performed on 
seven patients with endarteritis and arteriosclerosis. 
Resection of the second and third lumbar ganglia 
was done. The patients were followed up for two 
years or more. In three, the results were excellent, 
but in four there was only temporary improvement. 

Another operation that has been performed in 
cases of chronic obliterative arteritis of the lower 
limbs is arteriectomy or resection of a segment of the 
obliterated artery. In the majority of cases resec- 
tion of the femoral artery in the region of Scarpa’s 
triangle is done. Leriche and Fontaine report good 
results from this operation in 55.9 per cent of cases 
of Buerger’s disease and 76.4 per cent of those of 
arteriosclerosis. They regard the operation as the 
method of choice in obliterative arteritis of the 
arteriosclerotic type. 

The suprarenalectomy suggested by Oppel may 
be found of value in the early stages of thrombo- 
angiitis obliterans, but is not suitable for aged 
patients with arteriosclerosis. 

In deciding upon the operation to be done or 
whether any operation is indicated in chronic 
obliterative arteritis, a careful study should be made 
to determine the condition of the circulation in the 
affected limb. For this purpose arteriography is of 
value, as are also the three following tests: (1) anes- 
thetization of the lumbar sympathetic chain with 


novocain (the method of Morton and Scott), which 
represents a partial “physiological resection” of 
this chain; (2) the typhoid vaccine test of Adson and 
Brown to determine the degree of the increase in 
the temperature of the affected member; and (3 
Denk’s test with eupaverine, which is a powerful 
antispasmodic and makes it possible to determine 
the importance of spasm in the syndrome. 
AtIcE M. MEYERs. 


Fontaine, R., Israel, L., and Pereira, S.: A Case of 
Thrombosis of the Inferior Vena Cava. Throm- 
bophlebitis Simulating Arterial Embolism 
and Gangrene of Venous Origin (A propos d’un 
cas de thrombose de la veine cave inférieure. Throm- 
bo-phlébites simulant les embolies artérielles et gan- 
grénes d’origine veineuse). J. de chir., 1936, 47: 92 


The fact that thrombophlebitis may cause symp- 
toms of insufficiency of the peripheral circulation 
simulating arterial obstruction due to embolism or 
some other cause is not generally recognized. 
Recently Wertheimer and Frieh called attention to 
this fact, and reported one case of postpartum 
thrombophlebitis in which the symptoms were 
those of arterial embolism, and two cases in which 
phlebitis was followed by gangrene. 

The authors report two cases, one of them fatal, 
in which puerperal infection was accompanied by 
thrombophlebitis without the usual symptoms of 
phlebitis, but with pain and cyanosis in the affected 
leg suggesting arterial embolism. In the case of the 
patient who died, a partial autopsy showed the 
external iliac and external femoral arteries to be 
entirely intact, but disclosed a recent thrombosis in 
the corresponding veins. In the other case hysterec- 
tomy was done and the patient recovered. As im- 
provement began after the operation, the pain and 
cyanosis in the affected leg subsided and arterial 
pulsations returned. Before recovery, however, typ- 
ical symptoms of phlebitis developed. These also 
subsided. It appears that thrombophlebitis pro- 
duces symptoms of arterial embolism only in pa- 
tients in a state of shock, with severe infection, or 
with other conditions affecting the general circula- 
tion adversely. 

Of the two cases of phlebitis reported by Wertheim- 
er and Frieh in which gangrene developed, syphilis 
was present in one and severe anemia in the other. 
either of which conditions may have been a factor 
in the development of the gangrene. In the authors’ 
case of gangrene due to thrombophlebitis the condi- 
tion developed in a patient who had always been in 
good health. The symptoms began after a hard 
day’s work and a misstep on his way home that 
caused pain in the right groin and thigh. By the 
next day he had developed a severe pain and 
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cyanosis in the right leg, symptoms indicative of 
arterial embolism. However, the temperature of the 
two legs was equal, the right leg presented a marked 
edema, and arteriography showed the arteries of the 
right leg to be normal. After arterial sympathec- 
tomy of the common iliac artery on the right side 
the pain and cyanosis were relieved; only the edema 
persisted and this also appeared to regress some- 
what. Within a few days the right foot became cold 
and a gangrenous area developed around the heel. 
Later, three toes also became gangrenous. Amputa- 
tion was done at the middle of the thigh. At the 
sympathectomy, the iliac artery was found normal, 
but a recent thrombosis of the right common iliac 
vein extending to the inferior vena cava and a 
sclerotic membrane surrounding the vein, evidently 
of earlier origin, were found. Examination of the 
amputated limb showed the arteries to be normal, 
but disclosed an extensive thrombophlebitis involv- 
ing not only the large venous trunks, but also the 
small venous blood vessels. There was no sclerosis. 
The conditions in this case resemble those found in 
the thrombophlebitis due to effort which occurs in 
the upper extremities, the cause of which is not yet 
known. 

Experiments on animals have shown that when 
the arterial circulation is intact gangrene occurs 
only when the return circulation is shut off by block- 
ing of all of the veins. Clinically, the collatera’ 
venous circulation is so extensive that a sufficientl 
extensive blocking of the veins to produce gangrene 
without arterial involvement is rare. Nevertheless, 
the fact that it may occur under some conditions 
should be recognized. ALICE M. MEYERs. 


Hindmarsh, J., and Sandberg, I.: Forty-Five Em- 
bolectomies. Acta chirurg. Scand., 1936, 78: 8t. 


The authors have followed up forty patients who 
were operated upon at the Maria Hospital, Stock- 
holm, for embolus of peripheral arteries in the period 
from 1912 to 1934. Forty-five embolectomies were 
done. Twenty-six of the patients were women and 
fourteen were men. Seventy-seven per cent were 
suffering from heart disease. 

The local object of the operation was attained in 
the cases of twenty-three (51 per cent) of the pa- 
tients. Of the latter, seventeen (37.8 per cent) were 
discharged well. Of the others, ten were discharged 
alive after amputation of the affected limb. 

When it is successful, the operation seems in 
practically all cases to insure local restoration to 
normal. 

It is primarily the condition of the heart that 
decides the patient’s future with regard to capacity 
for work and duration of life. If complicating 
disease or weakness of the heart does not supervene, 
the patient who has been operated upon successfully 
has the prospect of regaining his capacity for work. 

The mortality is high. Of the patients whose 
cases are reviewed by the authors, two-thirds died 
within ten years after the operation. However, the 
fact that successful embolectomy permits patients 
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with embolism, who are generally suffering from heart 
disease, to regain normal function of their extremities 
and relieves their pain must not be underrated. 


BLOOD; TRANSFUSION 


Fowler, W. M.: Thrombopenic Purpura; An Anal- 
ysis of 160 Cases. Ann. Int. Med., 1936: 9: 1475. 


Thrombopenic purpura is characterized by a de- 
crease in the number of platelets, a prolonged bleed- 
ing time but an essentially normal coagulation time, 
a non-retracted clot, and a positive constrictor or 
arm-band test. Cases may be classified into 2 main 
types: (1) the acute or chronic idiopathic type, and 
(2) the secondary type, due to infections, toxins, 
drugs, blood dyscrasias, diseases of the liver, and 
miscellaneous causes. A hereditary type must also 
be acknowledged. The idiopathic type is most gen- 
erally attributed to a deficiency of the platelets due 
to bone-marrow insufficiency, but increased destruc- 
tion of the platelets by the spleen has also been 
suggested as a cause. Histological examination 
reveals. no uniform change. 

The author reports on 160 cases of thrombopenic 
purpura in which hematological studies were made. 
Seventeen were of the idiopathic type and 143 of 
the secondary type. Of the former, 3 were acute 
and 14 chronic. Nine of the patients with the idio- 
pathic type were adults. Of the 143 cases of the 
secondary type, 81 were due to blood dyscrasias, 25 
to infection, 12 to liver disease, 6 to toxins and drugs, 
and 19 to miscellaneous causes. In 6 of the cases due 
to toxins or drugs, the condition was caused by 
arsphenamine; in 2, to organic hair dye, and in 1, to 
benzol poisoning. In all there was an associated 
severe anemia of the aplastic type. 

Splenectomy should be considered only for the 
idiopathic type. Hence an accurate diagnosis is 
essential. In many cases of the idiopathic type 
spontaneous improvement or recovery occurs with 
advancing age. As remissions can be induced in 
practically all cases by means of transfusions, it is 
advisable to watch the patients through one or more 
attacks to determine the severity and frequency of 
the hemorrhages. If the hemorrhages continue to 
be severe, the spleen should be removed during a 
quiescent period. Splenectomy may result in com- 
plete cure or amelioration of the symptoms or may 
be followed by recurrence of the condition as severe 
as it was before the operation. Infections, which 
play a prominent rdéle in precipitating attacks, 
should be eradicated even though they may not be 
definitely related to the symptoms. In cases of the 
secondary type the treatment indicated depends en- 
tirely upon the primary condition. For immediate 
control of the hemorrhage the administration of 
whole blood intramuscularly or, preferably, intra- 
venously, is indicated even though in certain blood 
dyscrasias it usually has little effect. Splenectomy 


is contra-indicated in secondary thrombopenic pur- 
pura as it is acutely fatal in many cases and of no 
WALTER H, Nap er, M.D. 


avail in others. 
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RETICULO-ENDOTHELIAL SYSTEM 


Fischer, E.: The Lymphatic Vessels in the Retic- 
ulo-Endothelial Organs and Their Physiologi- 
cal Involution in the Great Omentum (Die 
Kenntnis der Lymphgefaesse in den reticuloendo- 
thelialen Organen und ihre physiologische Rueck- 
bildung im grossen Netz). Beitr. s. klin. Chir., 1936, 
163: 130. 

Lymphatic vessels in the parenchyma of the large 
reticulo-endothelial organs (liver, spleen, bone mar- 
row) have not yet been demonstrated with cer- 
tainty. On the basis of experiences with the omen- 
tum, which, on account of its many carmine-storing 
cells, is to be included with the reticulo-endothelial 
organs, it seems probable that, for proof of such 
vessels, the fetal and juvenile phases of development 
must first be considered. The lymphatic system 
of the great omentum does not take up particles like 
that of the diaphragm, but plays a réle in chronic 
inflammatory changes by forming out-growths and 
plexuses. It is very probable that the rests of omental 
lymphatic vessels undergoing marked retrogression 
form, later in life, the basis of the ‘‘milk spots” which 
then are so widely spread over the omentum and 
tend to protect against peritonitis. 

The author presents excellent pictures of hepatic 
and omental lymph vessels which were obtained by 
the Magnus perhydrol method and the Becher- 
Fischer alternating bath and photomicrographed 
with the ultra-pack. The surface of the liver is 
traversed by a dense network of lymphatic vessels 
and capillaries which extend into Glisson’s capsule 
close beneath the serosa, anastomose with the effer- 
ent lymphatic vessels of the hepatic ligaments, and 
probably are connected with the deeper lymphatic 
vessels that extend into the lobules in the form of 
pericapillary lymph spaces after leaving the porta. 
The demonstration of the lymph channels in the 
great omentum of the rabbit is relatively simple, but 
the results cannot be applied directly to human 
beings. In rabbits thirty-six days old the peripheral 
parts of the omentum are traversed by a dense 
lymph plexus, but later this plexus is limited to the 
trabecule. There are numerous anastomoses. In 
rabbits from four to six months old, there is a dis- 
tinct regression, especially of the extensive infiltra- 
tion of the adipose tissue, and in place of the plexus 
only single lymph channels remain. Plexuses are 
found only close to the trabecule. In rabbits two 
years old the author was unable to find any plexuses 
or their discovery was rendered difficult by the 
marked development of connective tissue and fat. 
In human beings it has so far been impossible to find 


lymphatic vessels in the fetal omentum, but in the 
mature omentum they have been demonstrated in 
the thinnest areas where, as in animals, they extend 
along the blood vessels and omental trabeculz. 
Valvular formations, disputed by Marchand, are not 
as numerous as in rabbits, but they are present. 
Typical plexuses are absent, but occasionally fine 
processes composed of simple endothelial tubes have 
been found. (Srevers). CLARENCE C. REED, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Goldstein, J. D.: The ‘‘Gordon Test”’ for Hodgkin's 
Disease. Am. J. M. Sc., 1936, 191: 775. 


In 1923 Gordon reported that an encephalitic 
syndrome of characteristic pattern developed in 
rabbits given intracerebral injections of lymph 
glands removed from patients with Hodgkin’s dis- 
ease. This reaction was obtained in nineteen of 
twenty cases of Hodgkin’s disease which he studied. 
Suspensions of glands removed from forty-one pa- 
tients suffering from a variety of other conditions 
did not produce it. The nature of the agent re- 
sponsible for the reaction has not been definitely 
established. 

The author presents briefly the method used in 
making the so-called Gordon test. In his investiga- 
tions the material employed consisted of twenty- 
nine lymph nodes, none of which came from patients 
proved to have Hodgkin’s disease by histological 
study and twenty of which were obtained from 
patients who were clinically suspected to have 
Hodgkin’s disease but in whom the presence of that 
condition was not demonstrated by histological 
study. The cases of Hodgkin’s disease and the re- 
sults of the rabbit test in each are reported. 

Seven of the nine lymphogranulomatous nodes 
inoculated intracerebrally into rabbits produced the 
encephalitic syndrome. Of the control group of 
twenty lymph nodes, five were tuberculous and two 
came from patients with infectious mononucleosis. 
None of the control glands produced signs of en- 
cephalitis on inoculation into rabbits. 

In the opinion of the author these observations 
suggest that the so-called Gordon test may be of 
distinct value in the diagnosis of Hodgkin’s disease, 
especially when the histological findings are uncer- 
tain. At the present time a negative test has no 
diagnostic significance. Although in the reviewed 
cases there were no false positive tests, additional 
cases must be studied to determine whether false 
positive tests are possible. 

HERBERT F. Tuurston, M.D. 





SURGICAL TECHNIQUE 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Novak, E.: Gas Phlegmon (Ueber Gasphlegmone). 
Orvosképzés, 1935, 25: 166. 

The occurrence of gas phlegmon is dependent upon 
many external and internal factors. The external 
factors are: the season, the weather, the condition of 
the soil, the clothing, the condition of the skin, and 
the method of transportation. The internal factors 
are: the patient’s general condition, shock, the state 
of the tissues of the injured part, and the relation- 
ships and disposition of the infecting organisms. 
The 2 latter are the determining factors. The se- 
verity of the infection depends in part upon the num- 
ber of the infecting organisms and in part upon their 
characteristics, their relationship to each other, and 
their virulence. The mixing of anaerobic bacteria 
and aerobic bacteria usually causes severe infection. 
From the practical standpoint, 4 types of frequently 
occurring anaerobic organisms which are pathogenic 
to man are differentiated: the bacillus perfringens 
(Welch-Fraenkel), the vibrion septique (Pasteur) or 
para-gas-gangrene bacillus, the bacillus cedematiens 
(Novy), and the bacillus histolyticus (Weinberg). 

According to war statistics, the time of the ap- 
pearance of gas phlegmon after a wound is as fol- 
lows: first day, 21 per cent of the cases; second day, 
33 per cent; third day, 15 per cent; from the fourth 
to the sixth day, 6 per cent; seventh and eighth days, 
3 per cent; and from the ninth to the twentieth day, 
I per cent. 

As gas phlegmon is chiefly a disease of the mus- 
culature, the fact that it occurs 41% times more fre- 
quently in the extremely muscular thigh than in the 
leg is easily explained. 

The mortality varies according to the location of 
the wound. In cases of injury of the thigh and trunk 
it is from 50 to 62 per cent; in those of injury of the 
arm and leg, from 21 to 28 per cent; and in those of 
injury of the forearm, 15 per cent. 

The first symptom of developing gas phlegmon is 
pain. When the infecting organisms enter the blood 
stream in larger numbers and are not destroyed 
there, the condition is called “anaerobic sepsis’ and 
death is the result of paralysis of the respiratory 
center. The cause of the failure of the respiration is 
dissolution of the blood corpuscles, the visible sign 
of which is icterus. It must be admitted that in 
some cases gas gaining access to the heart and 
the central nervous system in large amounts may 
cause paralysis of vital organs. 

Of chief importance in the treatment is prophy- 
lactic serum therapy. For already developed gas 
phlegmon surgery is essential. To supplement surgical 
treatment bactericidal substances are employed. 


In the nursing of patients with gas phlegmon special 
care should be taken that they do not soil them- 
selves with intestinal contents. In the administra- 
tion of salt solution or a solution of adrenalin and 
salt the greatest care must be taken to avoid intro- 
ducing the needle beneath the fascia. The already 
developed gas phlegmon should be treated surgically 
without delay. Exceptions to this rule are the 
cases in which large incisions or amputations will 
not be tolerated. In such cases the sepsis must be 
combated with large doses of serum. The dangers of 
serum are anaphylactic shock and serum sickness. 

At the Verebely Clinic in Budapest 14 indisput- 
able cases of gas phlegmon have been treated since 
1914. In the same period of time the number of 
severe phlegmons due to pyogenic organisms which 
have been treated has been 180 and the total num- 
ber of operations performed has been 40,000. 

In summarizing, the author states that, even in- 
cluding the time of the World War, gas phlegmon has 
been rare in Hungary as compared with western 
countries. Prophylaxis consists of prompt and suf- 
ficient surgical treatment. The prophylactic injec- 
tion of serum is not a substitute for surgery; it 
simply supplements the latter. Without doubt, the 
incidence of cure is considerably increased by the 
use of serum. It is proper to give the gas-bacillus 
serum simultaneously with the antitetanus serum. 
In very serious conditions these sera should be in- 
jected around the wounded area. The treatment of 
fully developed gas phlegmon is surgical, but even 
in this condition the administration of serum is an 
excellent supportive measure. Serum makes the 
most severe cases suitable for surgical treatment and, 
in addition, renders it possible to use more con- 
servative surgical procedures. The injection of 
large amounts of serum in cases of fully developed 
gas phlegmon should be done only after the patient 
has become desensitized. In severe cases, good re- 
sults may still be expected after the injection of 
doses of from 200 to 300 c.cm. The application of 
vitamin-rich salves (cod-liver-oil vaseline) greatly 
hastens healing of the extensive wounds resulting 
from large incisions and denudations and may 
render corrective operations unnecessary. 

In general, gas-bacillus serum should be kept in 
readiness in large quantities in all surgical institu- 
tions and in pharmacies. 

(E. Ittés). Harry A. SALZMANN, M.D. 
Hertel, E.: A Contribution on Latent Gas-Bacillus 
Infection (Ein Beitrag zur ruhenden Gasoedemin- 
fektion). Beitr. z. klin. Chir., 1936, 163: 261. 


It is known that pyogenic infections frequently 
remain latent for a considerable time. This is seldom 
true of tetanus and gas-bacillus infections, Coener 
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found only eight cases with a latent period. Later, 
several additional cases with a latent period, which in 
only a few exceeded one year, were reported. Ruch 
reported one case with latency for twelve years; 
Hendry, one with latency for ten years; and Kry- 
mord, one with latency for fifteen years. 

The author’s case was that of a man who sus- 
tained a wound of the thigh from a shell fragment 
in 1916, had experienced radiating pains for four 
years, and had been treated for sciatica. For the 
last several weeks before the patient consulted 
Hertel the pain had been nearly unendurable. A 
roentgenogram showed a small shell fragment behind 
the trochanter. An infiltration the size of the palm 
of the hand, with no inflammatory manifestations, 
was found in this region. On August 11, 1934, an 
incision was made, a cherry-sized shell fragment in 
a brown slimy capsule excised, and the wound 
drained. The non-hemolytic staphylococcus albus 
and sarcina citrea but no anaerobes were found. On 
August 18 there was marked sensitivity distal to 
the foul wound. On re-examination of the wound, 
a yellowish-green edema of the subcutaneous tissue, 
cellular tissue, and muscle spaces and gas bubbles 
were found. There was marked distention. By 
August 19, gas edema with crepitation involved the 
entire thigh, hip, and groin. Two large longitudinal 
incisions were therefore made down to the vascular 
bundle and the sciatic sheath. Both revealed 
yellowish edema and gas infiltration. An intra- 
venous continuous drip infusion of 100 c.cm. of gas 
bacillus serum was given. On August 20, the tem- 
perature was 39.4 degrees C., the general condition 
was poor, and there was granular disintegration of 
the muscles. Improvement then occurred gradually 
and by October 21 the patient was cured. The report 
is accompanied by two illustrations. 

In spite of the lack of bacteriological proof, this 
was a typical case of gas gangrene. Typical was the 
absence of inflammatory redness and pus, and, espe- 
cially, the initial pain, which has been emphasized 
by Franz, Pfanner, and Juengling and should have 
suggested the condition. According to the findings 
of Snuder Plassmann, the pain is due to changes pro- 
duced in the nerve ends by the toxin. The salmon 
color of the muscle, noted on incision in the author’s 
case, should also suggest the condition. The picture 
resembles first of all that of the so-called epifascial- 
gas phlegmons of Payes which, however, according 
to Coenen and others, are to be sharply differentiated 
from the ordinary gas gangrene. These are mixed 
pyogenic infections. According to Coenen, the focus 
of specific gac-bacillus infections without suppura- 
tion is always in the muscle. In the author’s case 
there was no pus. Hertel attributes the favorable 
outcome to the gas-bacillus serum and the early, 
multiple long incisions. 

As a rule, latent gas-bacillus infections flare up 
after operations for the removal of retained missiles 
or other surgical procedures such as amputations. 
Therefore, the pre-operative prophylactic adminis- 
tration of gas-bacillus serum as well as tetanus 


serum is indicated. This was omitted in Hertel’s 
case. In the treatment of the condition, large doses 
should be given (Loehe). This is evident from the 
fact that they render the course less severe. Without 
such treatment, 50 per cent of the late cases are fata! 
and in most of the others amputation is necessary 
(FRANz). Leo M. ZrmMerMAN, M.D. 


ANESTHESIA 


Keusenhoff, W.: The Present Status of Evipan 
Narcosis. Observations on More Than 1,000 
Cases (Der heutige Stand der Evipan-Narkose. 
Beobachtungen an weit ueber 1ooo eigenen Faellen 
Fortschr. d. Therap., 1935, 11: 705. 


The author reports his experiences in more than 
1,000 cases of evipan narcosis. Most of the narcoses 
were of short duration. In addition to the usual 
minor and moderately extensive surgical procedures, 
evipan narcosis is preferred for operations performed 
with electricity on account of the danger of explo- 
sion which is associated with the use of other anes- 
thetics, and for transurethral interventions when 
local anesthesia proves insufficient. In prostatec- 
tomies for which spinal anesthesia was not indicated, 
evipan narcosis after initial local anesthesia proved 
satisfactory. It was found of value also after other 
local anesthesias. In many cases it was used as a 
basic narcotic for all important operations such as 
laparotomies, rectal amputations, nephrectomies, 
and radical interventions in osteomyelitis and mam- 
mary carcinoma. For longer complete narcosis it 
was used seldom, but as a basic narcosis it has dis- 
placed avertin. The dosage is not based on an in- 
variable rule, but determined with consideration of 
the age, condition, disease, and reaction of the given 
patient. Older patients require a smaller dose than 
younger ones. Evipan narcosis is suitable also for 
children. Slow injection of an always freshly pre- 
pared solution is essential. Special preparation of 
the patient is generally not required. In abdominal 
surgery infiltration of the subcutaneous tissue with 
pantocain is done to prevent pain usually produced 
by incision of the skin. 

Evipan may be used repeatedly without danger. 
Venous thrombosis is not to be feared even when 
paravenous injection occurs. Vomiting, excitation, 
and prolonged postoperative sleep are no more fre- 
quent than when other narcotics are used. In the 
author’s cases a decrease in the blood pressure and 
the occurrence of respiratory disturbances were not 
observed. Marked temporary mydriasis is of no 
significance. Evipan is not suitable for patients 
with disease or disturbance of the liver or with 
asthma, but if the dose is carefully regulated it can 
be used for those with even very severe uncompen- 
sated heart failure. The author sees no reason why 
it should not be used in inflammatory or purulent 
diseases of the neck although the only death in his 
cases was that of a sixty-eight-year-old man with 
a prostatic condition who died after the incision 
of bilateral parotid gland abscesses. With the ex- 








Lied’, it an OE oe oe a 


a fo @w 


Dp actos a. 





ot 


its 


th 








ception of this unexplained death, there was no 

severe accident or harmful reaction. In emergency 

cases, local anesthesia and ether rausch is preferable. 
(HuBMANN). CLARENCE C. REED, M.D. 


Perman, E.: Avertin Anesthesia in Children. 
Twelve Hundred and Fifty Avertin Anesthesias 
(Die Avertinnarkose bei Kindern. 1250 Avertin- 
narkosen). Nord. med. Tidskr., 1935, p. 2089. 


The unfavorable early experiences with avertin 
anesthesia in the cases of children (Borchart, Haas, 
Nordmann) were apparently due to too high dosage. 
In 1929, Siewers, of Leipzig, reported 1,200 avertin 
anesthesias induced in the cases of children, and 
in 1932, Drachter-Oberniedermayer, of Munich, 
reported 3,700 in which there were no fatalities 
attributable to the anesthetic. 

At the Crown Princess Louise Nursing Home for 
Sick Children, 1,250 avertin anesthesias were in- 
duced in the period from 1932 to October 31, 1935. 
A 3 per cent solution, freshly prepared each time, was 
used. The evening and the morning before the 
operation a cleansing enema was given. There was 
no preparation with drugs (luminal, opiototal). The 
children fell asleep after a few minutes. Ether was 
then given, in addition, to obtain the necessary 
depth of anesthesia. Avertin anesthesia alone was 
sufficient in only 10 per cent of the cases; as a rule 
it was only the basic anesthesia. However, the 
amount of ether necessary was usually very small, 
often not more than from 1o to 20 or 30 c.cm. If 
the operation required lasted less than an hour, a 
cleansing postoperative enema was given. 

The question of dosage is important. The normal 
dose for children from two to ten years old is 0.125 
gm. per kilogram of body weight; for children less 
than a year old, from 0.08 to 0.10 gm.; and for chil- 
dren more than ten years old, 0.10 gm. The ad- 
ministration of more than 50 c.cm. of ether was 
necessary in about 20 per cent of the cases. In the 
cases of patients with marked dehydration, severe 
peritonitis, or ileus, avertin anesthesia is not used, 
but for the surgical treatment of all other conditions 
in children it has completely displaced anesthesia 
induced with ether alone. As the amount of ether 
used is small there is no increase in the bronchial 
secretion. The use of force, screaming and struggling 
of the patient, psychic shock, and the fear of 
another anesthesia are eliminated. 

(GeRLaAcH). Lovurts NEUWELT, M.D. 


Wiggin, S. C.: The Present Status of Ether Anes- 
thesia. Anes. & Anal., 1936, 15: 105. 


The author traces the history of anesthesia, re- 
views the improvements in nitrous-oxide-oxygen- 
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ether anesthesia, discusses the use of spinal anes- 
thesia and of the barbiturates and avertin, defines 
balanced anesthesia, and describes the various 
methods of inducing anesthesia with ether. 

He states that the disadvantages of ether are over- 
come to a great extent by proper preparation of the 
patient and proper administration of the ether. He 
lists the indications and contra-indications of ether 
anesthesia. 

He believes that the anesthetist should be ac- 
quainted with the patient and should make his own 
examination to determine the method of anesthesia 
most suitable for that individual. He should choose 
the anesthetic only after consultation with the sur- 
geon and the patient. Before the operation the diet 
should be low in fat and high in carbohydrates, and 
for twenty-four hours a large quantity of fluids 
should be given unless this is contra-indicated. At 
8 o’clock the night before the operation some form 
of hypnotic should be administered. In the morn- 
ing nothing should be given by mouth. One hour 
before the operation a dose of morphin-atropin or 
morphin-scopolamine should be administered, the 


‘dose being determined according to the age of the 


patient. For adults of average size the dose of mor- 
phin sulphate is 1/6 gr., and that of atropin, 1/100 gr. 
With the use of the carbon dioxide absorption ap- 
paratus on the latest nitrous-oxide-oxygen sequence 
machines, the patient is medicated much more 
heavily than for the inhalation administration of 
ether by the semi-closed towel cone. If an emer- 
gency operation is to be performed in less than an 
hour, morphin should be omitted and only atropin 
should be given. 

Wiggin favors induction of the anesthesia in a 
semi-darkened room where the patient should not 
be strapped to the table and no attempt at surgical 
preparation should be made. He discusses the 
method of induction in detail and reviews the com- 
plicating factors and their treatment. He states 
that the ether should be removed from the patient 
and de-etherization with oxygen begun as soon as 
possible. He outlines the routine postoperative 
care, and discusses the treatment of pulmonary com- 
plications. 

Of 2,230 surgical operations reviewed, 1,593 were 
performed under ether anesthesia, 298 under spinal 
anesthesia, and the remainder under nitrous-oxide- 
oxygen or avertin anesthesia or local anesthesia. Of 
the 53 deaths, 8 were those of patients operated 
upon under ether anesthesia and 31 those of pa- 
tients operated upon under spinal anesthesia. Only 
1 death was directly attributable to ether anesthesia 
and only 2 deaths were attributable to spinal anes- 
thesia. Haron C. OcusNner, M.D. 








ROENTGENOLOGY 


MeWhirter, R.: Radiosensitivity in Relation to the 
Time Intensity Factor. Brit. J. Radiol., 1936, 9: 
287. 

By the term “intensity”? the author means the 
number of r units per minute. The relative value 
of high and low intensity in the treatment of malig- 
nant disease is a controversial problem of economic 
as well as scientific importance. Prolonged irradia- 
tion with such low intensities as 3 r per minute 
increases the cost of irradiation therapy and limits 
the field of application of such treatment with the 
facilities ordinarily available. The study reported 
in this article was undertaken to determine whether 
the results of this form of treatment are superior to 
those obtained with higher intensities. 

In order to obtain comparable findings, variables 
other than intensities were kept constant. Treat- 
ments were given at intervals of twenty-four hours 
over a fixed total period of one week. Both radium 
and x-rays were used, but the former, in specially 
constructed external applicators, was selected for 
the greater number of the experiments because it 
offers more constancy of output, which is very 
essential. Practical homogeneity over the treated 
area was obtained by selecting distributions with a 
variation not exceeding + 5 per cent. The dosage 
was measured by means of a small ionization 
chamber of the Sievert type. One hundred and 
forty separate experiments requiring from 500 to 
600 applications of radium or x-rays were carried 
out. 

In the investigation of the biological response, 2 
chief methods were used. First, the response of 
normal tissues was determined by irradiating 
healthy skin, and later the effect of the irradiation 
on superficial tumors was studied. In normal skin, 
all variations of gamma-ray intensities up to 106 
times produced similar reactions. 

To determine the effect on tumors, 4,500 r de- 
livered continuously over one week was selected as 
the minimal lethal dose for rodent ulcers. For 
carcinomas, a dose of 5,000 r was considered suit- 
able. The minimal lethal dose was selected in the 
belief that if low-intensity irradiation is superior to 
higher intensity irradiation the tumors would take 
longer and longer to disappear and finally would 
fail to show any effect when the intensity was in- 
creased. Twenty-four cases are analyzed and the 
results tabulated. All except 2 of the patients were 
well over a period of at least eighteen months. In 
the case of one of the 2 exceptions an underdosage 
was given, and in the treatment of the other the 
tumor was not irradiated completely. The results 
obtained appear to indicate that, under the condi- 
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tions of the experiment, low-intensity methods 
yield no more satisfactory results than high-intensity 
methods. 

Variations of x-ray intensities based upon the 
effect produced in normal skin gave almost the 
same results as the gamma rays of radium. Even 
though the highest intensities used were more than 
roo times greater than the lowest, there was no 
appreciable variation in the reaction. 

In discussing radiosensitivity as related to cell 
mitosis, the author attempts to assess the validity 
of the hypothesis that cells are especially vulnerable 
to irradiation when they are in the premitotic stage 
and that therefore continuous irradiation is best for 
the destruction of tumor cells during this phase. He 
states that it is quite evident that epitheliomas can 
be destroyed with either high or low intensities, and 
it is highly improbable that the irradiation of short 
duration with high intensities will act on cells only 
in this sensitive period. It therefore appears logical 
to conclude that the important difference between 
tumor cells and normal tissue cells is one of varia- 
tion of sensitivity of the adult cell, and that this 
variation is independent of the premitotic sensitive 
phase. 

In conclusion McWhirter states, according to the 
results of radium irradiation, the low-intensity 
methods have no biological superiority over high- 
intensity methods. In the x-ray series of experi- 
ments the cases were too few to be conclusive, but 
the wide range of intensities employed should have 
demonstrated variations with the intensities nor- 
mally employed in practice. 

ApoLtpH HArRTUNG, M.D. 


Sievert, R. M., and Forssberg, A.: The Time Factor 
in the Biological Action of Roentgen Rays. 
Acta radiol., 1936, 17: 290. 

The authors report investigations of the death 
rate of Drosophila eggs after irradiation with about 
165 r for periods varying from thirty-nine hun- 
dredths to one and sixteen hundredth seconds, 
which corresponds to irradiation intensities of from 
24,000 to 7,800 r/min. They compare the results 
with those previously obtained with the same dose 
given in from two and one-tenth seconds to thirty 
minutes. 

A critical study of the possible sources of error 
indicated the probability that the effect of the irradi- 
ation diminishes when the irradiation time is very 
short. The findings of the experiments showed that 
when the irradiation time is thirty-nine hundredths 
seconds the death rate is reduced by more than 20 
per cent. However, the authors are of the opinion 
that experiments with still greater intensities will 
be necessary to confirm the results. 
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Cardillo, F.: Immediate Results of Roentgen 
Irradiation at a Short Focal Distance (Primi 
risultati della irradiazione réntgen a breve distanza 
focale). Radiol. med., 1936, 23: 336. 


The literature on ‘“plesioroentgentherapy,” or 
Chaoul’s method, is still very scanty. Cardillo 
discusses the nature and technique of the method, 
its results as compared with those of radium and 
ordinary X-ray treatment, its field of application, 
and its economic aspects. He then reports twenty- 
three cases of neoplasms of the face and lip (one 
melanoma and twenty-two epitheliomas) which 
were treated by this method at the Milan Cancer 
Institute. The study was limited to cases which 
were relatively simple from the technical and thera- 
peutic standpoints, the plan being to extend the 
researches later. In twenty-two (95.7 per cent) of 
the cases an immediate cure was obtained. How- 
ever, the treatment was given too recently for a 
report of the end-results. In the one case in which 
the treatment was unsuccessful the lesion was a 
recurrent carcinoma invading bone. 

The author concludes that there is no true analogy 
between the physicotechnical conditions in plesio- 
roentgentherapy and radium irradiation. It can be 
said definitely that in cases of cutaneous tumors the 
Chaoul method gives at least as good immediate 
results as radium. The duration and character of 
the reaction to the two methods is the same except 
that in plesioroentgentherapy the first signs of reac- 
tion and improvement occur before half of the total 
dose has been given, i.e., after the administration of 
from 2,500 to 3,000 r; the reaction is more sharply 
delimited; and, as may be predicted theoretically, 
the course and reaction are more nearly uniform. 
If, after several years’ experience, it is found that 
the two methods give identical results, the com- 
parative advantages and the criteria for the use of 
each will be determined by the site of the tumor, its 
superficial extension, and its deep infiltration. 
Plesioroentgentherapy has a more limited field than 
radium irradiation. While one or another form of 
radium treatment can always be substituted for the 
Chaoul method, the reverse is not true. 

With regard to the comparison of plesioroent- 
gentherapy and the usual forms of x-ray therapy 
for cutaneous cancer, Cardillo states that excellent 
results can be obtained by the most varied tech- 
niques. Without discussing the comparative merits 
of these, he emphasizes that, if success in this condi- 
tion is due to the greatest possible sparing of healthy 
tissue, this requirement, especially with regard to the 
deep tissues, is met incomparably better by the 
Chaoul method than by any other form of roent- 
gentherapy. 

The economic advantages of the Chaoul apparatus 
to cancer clinics is difficult to estimate. In the com- 
bined surgical and irradiation treatment of tumors 
of the mouth, this apparatus is not of great advan- 
tage and in gynecology it cannot replace radium. 
On the other hand, plesioroentgentherapy is am- 
bulatory and will release the available supply of 
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radium for the treatment of the patients who need 
it most. 

The article is accompanied by diagrams, photo- 
graphs, and synoptic tables. M. E. Morse, M.D. 


Sanderson, S. S.: Irradiation of the Entire Body by 
the Roentgen Ray. A Preliminary Report of 
Twenty-Two Cases. Am. J. Roentgenol., 1936, 
35: 670. 

Roentgen irradiation of the entire body was sug- 
gested in 1907 by Dessauer. Subsequent reports— 
by Murphy and Nakahara in 1922, Kok and Vor- 
laender in 1923, and Caspari in 1924—indicated 
that it is an effective method of therapy. In 1927 
Teschendorf reported that in cases of leukemia and 
Hodgkin’s disease it prolonged the periods of re- 
mission. Since then it has become known in Europe 
as “‘Teschendorf’s method.” 

The entire body is exposed to hard irradiation 
filtered by 0.5 mm. of zinc and 2 mm. of aluminum 
at a distance of 180 cm. From 3 to 5 per cent of an 
erythema dose is given in small daily amounts 
applied alternately to the front and back or opposite 
sides of the body. In America, the method has been 
used notably by Heublein. Heublein advocated con- 
tinuation of the exposure over a period of many 
days. This modification was based on the following 
four facts: 

1. Cells are most sensitive to roentgen irradiation 
when they are immature or in an active state of 
division. 

2. The body builds up a certain resistance to 
neoplastic processes under effective irradiation 
therapy. 

3. General body irradiation causes the retrogres- 
sion of tumor masses with smaller doses than are 
necessary in local treatment. 

4. Local irradiation cannot control certain types 
of neoplastic diseases which tend to become widely 
disseminated early. 

The author reports twenty-two unselected cases 
in which treatment by roentgen irradiation of the 
entire body was given at the Massachusetts Gen- 
eral Hospital, Boston. The factors of the technique 
were a 200-kv. peak, 4 and 6 ma., filtration with 
o.5 mm. of copper, and a distance of 2.25 meters. 
The irradiation was given to the entire body at one 
time. No part of the body was shielded. The 
output varied from 20 to 48 r per hour. The condi- 
tion for which the treatment was given was Hodg- 
kin’s disease in eight cases, lymphatic leukemia in 
four cases, mycosis fungoides, polycythemia, and 
myelogenous leukemia in three cases each, and acute 
leukemia in one case. The best results were ob- 
tained in Hodgkin’s disease, polycythemia, and 
mylogenous leukemia. While the number of cases 
of each type was small, the results indicated that 
improvement can be brought about by general 
roentgen irradiation when the patient has ceased to 
respond to local therapy, and that this response is 
obtained with relatively small doses. The author 
believes that further trial of the method is justified, 
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and that efforts should be directed toward improving 
the technique. Harop C. Ocusner, M.D. 


RADIUM 


Kaplan, I. I.: The Five-Gram Radium Pack. Am. 
J. Roentgenol., 1936, 35: 498. 


In the majority of cases of surface malignancy 
radium irradiation has distinct advantages over all 
other methods of treatment. Moreover, gamma rays 
have a more effective biological action on tumor 
tissue in the interior of the body than the usual 
forms of x-rays, even though the depth dose from 
roentgen rays is presumably greater. It is estimated 
that 1,000,000 volts would be required to produce 
roentgen rays equivalent to gamma rays. 

For a study of the effect of intensive radium 
therapy over a long period of time with the use of 
fractional daily doses in amounts sufficient to de- 
stroy neoplastic tissue in the interior of the body 
without permanently injuring normal tissues through 
which the irradiation passes the use of the 5-gm. 
radium pack was considered necessary. This pack 
is a valuable addition to the armamentarium for the 
treatment of malignancy. 

A filter equivalent to 3 mm. of platinum is used 
with a portal measuring 8 by 10 cm. and a 6-cm. dis- 
tance from the skin. Five thousand milligram hours 
are given in one hour. This amounts to 30 per cent 
of a skin erythema dose. Seventeen thousand, five 
hundred milligram hours in a continuous application 
is equivalent to a threshold erythema. This is about 
5,500 mgm.-hr. more than the skin erythema dose 
produced by similar packs of 4 gm. of radium with 
less filtration. With greater filtration and a conse- 
quently shorter wave length, a greater amount of 
irradiation is necessary to deliver the required dose. 
The shorter the wave length, the longer the interval 
between the esposure and the appearance of the 
erythema. With the use of a 3-mm. platinum filter 
a dosage of 17,500 mgm.-hr. is followed by an ery- 
thema in from four to six weeks. The erythema 
from the usual roentgen treatment appears at about 
the fourteenth day. There is also a variation in the 
character of the erythema produced by roentgen 
rays. When 200 kv., 5 ma., 0.5 mm. of copper, 1 mm. 
of aluminum, and a distance of 60 cm. are employed, 
the skin erythema reaches its peak in from sixteen to 
eighteen days. It is assumed that this is the op- 
timum time duration for the proper administration 
of divided doses of protracted external irradiation. 
. It is found that while the depth dose from roentgen 
rays at a distance of 10 cm. and filtered by 2 mm. of 
copper amounts to 40 per cent and the depth dose 
from the 5-gm. radium pack at a distance of 10 cm. 
is 14.2 per cent, the biological effects of these x-ray 
and gamma-ray dosages are apparently about equal. 
By phantom and cavity experiments carried out 
during operations and on cadavers and with the use 
of photographic films as indicators of relative in- 
tensity, it was found that when the uterus is 11 cm. 
from the surface the depth dose in the uterus from 
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the 5-gm. radium pack is 14 per cent and the depth 
dose in the cervix 35 per cent. By placing the films 
in sterile rubber containers in various parts of the 
body after application of the colpostat and the 
uterine sound loaded with radium, the relative in- 
tensities in their various orders were ascertained. In 
comparisons of the Coutard method of irradiation 
with treatment with the 5-gm. radium pack in cases 
of lesions of the mouth and throat it was found that 
from 3 to 334 skin erythema doses from the radium 
pack had greater biological effectiveness over the 
same number of days than from 334 to 5 skin ery- 
thema doses of roentgen rays with a 2-mm. copper 
filter. The epithelitis and epidermitis appeared 
earlier after the roentgen treatment, but each lasted 
thirty-one days. 

The author concludes that the radium pack pro- 
duces an effect upon tissues and tumors similar to 
that of the roentgen rays. Normal tissues are more 
profoundly affected by radium than by the roentgen 
rays and tolerate interstitial irradiation less well 
than roentgen irradiation. Interstitial irradiation 
is very effective in destroying the average squamous- 
cell carcinoma of a low grade of malignancy. Selec- 
tive irradiation with the radium pack or roentgen 
rays may not destroy tumors of this type entirely. 

The article includes intensity charts, reaction 
curves, and case reports. A. James LarKtn, M.D 


Duffy, J. J.: Advantages and Disadvantages of the 
Radium-Element Pack. Am.J. Roentgenol., 1936, 
35: 508. 

The evaluation of the radium-element pack as 
compared with the 200-kv. x-ray apparatus is very 
difficult. Statistical methods are of little aid as very 
few cases of cancer in a curable state are treated by 
external irradiation alone. The author discusses 
the advantages and disadvantages of the pack from 
three aspects: the physical, the mechanical, and the 
clinical. 

The effective wave length from the element 
pack corresponds to highly filtered roentgen rays 
produced at 1,500,000 volts. The usual exposure 
with the pack is two hours per day. Therefore it 
takes three days to give 24,000 mgm.-hr. at a dis- 
tance of 6 cm. or six days if both sides of the neck 
are to be treated with a total dosage of 48,000 
mgm.-hr. While it was formerly thought, and is 
still believed, that the tissue dosage to the tumor is 
the most important factor, the duration of the 
treatment plays an increasingly important part. 
Five hundred and forty r, the threshhold erythema 
dose, with the use of 200 kv., 0.5 mm. of copper, 
and a distance of 50 cm. could be electrically dupli- 
cated by exposure for one hundred and ninety minutes 
to the radium-element pack at a distance of 6 cm. 
If the differential effect between the skin and the 
tumor is as great as observations seem to indicate, 
the skin will tolerate three times as much irradiation 
expressed in radium percentages as in roentgen-ray 
percentages. The greatest disadvantage of the 
radium pack is its limited applicability, since dis- 


























tances greater than 6 cm. are to a large extent im- 
practical. The constant emission of irradiation from 
the radium pack might be considered an advan- 
tage, but, today, breakdowns in roentgen machines 
are few. 

From the mechanical standpoint the radium pack 
is bulky and heavy, and its application to cervical 
regions in the cases of obese patients, to the axilla, 
to areas at which operation has been performed, and 
to the perineum is extremely difficult. In the cervi- 
cal regions too broad a beam of irradiation often 
obtains, but this can be overcome by increasing the 
distance and narrowing the beam to a smaller area. 
The duration of treatment with the pack can rarely 
exceed two to two and one half hours on account of 
the cramped position of the patient. With regard 
to the cost of radium Duffy states that clinical 
results cannot be judged by a financial standard. 

From the clinical viewpoint the author has come 
to the conclusion that better results are obtained 
with the radium pack than with roentgen rays. 
In the use of gamma rays the difference between 
the effect on tumor tissue and the effect on the skin 
is greater. These are clinical impressions, however, 
and cannot be proved statistically. As efficient 
clinical results are obtained with the pack as with 
roentgen rays, although the reaction to the gamma 
rays occurs later. 
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At the time of operation in thirty-nine cases of 
operable carcinoma of the breast treated surgically 
six weeks after the completion of a radium-pack 
cycle, marked or complete clinical regression of the 
disease was found in from 80 to go per cent. In 
28 per cent there was no microscopic evidence of 
carcinoma although biopsy was positive before 
irradiation in all cases. Statistical proof of these 
improvements will not be forthcoming for several 
years. Binkley favors the pack for cases of rectal 
carcinoma. In Hodgkin’s disease, Craver obtained 
better results with the pack than with the roentgen 
rays. Ultimately the condition of the skin is 
markedly better after the use of the element pack 
than after roentgen irradiation. Telangiectasis is 
absent and brawny induration is much less common. 
A disadvantage of the use of the pack is that the 
margin of safety between a sharp reaction and 
definite, prolonged injury with permanent damage to 
the irradiated tissue is much narrower. 

The author summarizes by stating that, according 
to clinical impressions and judgments, the radium 
pack is superior to 200-kv. roentgen therapy, and 
since radium element is limited in amount and 
flexibility, every attempt should be made by arti- 
ficial means to approach the type of irradiation 
emitted by the radium-element pack. 

A. JAmMEs LarKIN, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Norris, E. H.: The Thymoma and Thymic Hyper- 
plasia in Myasthenia Gravis, with Observa- 
tions on the General Pathology. Am. J. Cancer, 
1936, 27: 421. 

Norris reviews the literature on thymoma and 
thymic hyperplasia in myasthenia gravis which has 
appeared since Bell’s comprehensive report on the 
subject published in 1917. Bell found reports of 
fifty-six autopsied cases of myasthenia gravis. Of 
these, the thymus was enlarged in seventeen and 
contained a tumor in 10. Norris found the records 
of six more autopsied cases. In five of these, thymic 
lesions were discovered. Of the four personal cases 
he reports, he found thymic lesions in two. He 
believes that the frequency of the discovery of 
pathological changes in the thymus in myasthenia 
gravis depends upon the care with which such 
changes are sought, and that in some of the reported 
cases thymic lesions which had produced little or 
no macroscopically evident change in the supra- 
pericardial tissue may have been overlooked. 

He presents a chronological summary and brief 
review of the cases he collected from the literature 
and discusses the findings in his own four cases. In 
two of the latter, marked hyperplasia of the thymus 
was observed, while in the two others there was no 
gross evidence of thymic involvement. The author 
classifies the so-called benign tumors of the thymus 
found in half of the reported cases of myasthenia 
gravis as conditions of extreme epithelial hyperplasia, 
and the conditions which have been regarded as 
an enlargement or persistence of the thymus as 
conditions of moderate epithelial hyperplasia. 

Haroitp C. Ocusner, M.D. 


Burke, M.: Multiple Primary Cancers. Am. J. 


Cancer, 1936, 27: 316. 


Burke presents two tables of cases of cancer from 
the University of Wisconsin. Table 1 lists forty-six 
cases of true multiple primary cancers representing 
7.8 per cent of a recent series of cases of cancer 
coming to autopsy. In this series the most common 
type of multiple cancer, the basal-celled epithelioma, 
was conspicuous because of its rarity. Table 2 lists 
seventeen cases which failed to satisfy all of the rigid 
criteria for multiple cancers but presented interesting 
potentialities. 

The author states that a higher incidence than can 
be explained on the basis of chance is of important 
significance with regard to the rdles of heredity 
(susceptibility) and environment (irritation, injury) 
in the development of cancer. The light that can be 
shed on these factors by statistical study alone is 


decidedly limited. However, while statistics cannot 
prove, they suggest that instead of susceptibility of 
a single organ system in an individual, as is often 
postulated, there is frequently a more general 
dyscrasia (heredity?) which results in a widespread 
abnormal reaction to environment (irritation). The 
increase in the mortality of cancer has been com- 
monly ascribed to two factors: (1) improvement in 
diagnosis, and (2) the fact that, because of the 
lengthening of life, greater numbers of persons now 
reach the cancer age. Any factor producing an in- 
crease in single cancers is bound to produce at least a 
corresponding increase in multiple cancers. 
JoserH K. Narat, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Troisier, J., Bariéty, M., and Brocard, H.: Curable 
Staphylococcic Erysipeloid Septicemia (L’éry- 
sipélatoide staphylococcique curable). Presse méd., 
Par., 1936, 44: 801. 


In 1926 George and Giroire described an erysipe- 
loid form of staphylococcic septicemia character- 
ized by a peculiar cutaneous lesion. The lesion 
develops about a tiny port of entry, usually a facial 
furuncle in the nasolabial region. Very soon there 
develops an edema of the adjoining tissues, and at 
the end of four or five days the temperature rises to 
40 degrees simultaneously with the appearance 
around the furuncle of an inflammatory plaque re- 
sembling erysipelas. The plaque is violet and often 
cold to the touch. Its margin is not definitely raised. 
Frequently pustules, and more rarely blisters, 
appear on its surface. This lesion is associated with 
a hyperacute staphylococcic septicemia. The au- 
thors believe that a number of supposed cases of 
erysipelas previously reported were in reality cases 
of this affection. 

The mortality of staphylococcic septicemia in 
general is about 73.5 per cent. Giroire reported 
that in erysipelatoid staphylococcemia death occurs 
usually within a week and in some cases from 
twenty-four to forty-eight hours after the onset. 
Lemierre likewise reported a most grave prognosis 
in these cases although he had observed cases with 
a slightly longer course. Some cures have been 
recorded. The authors report two cases with a 
favorable outcome. Of twenty-nine cases reported 
in the literature, twenty-two were fatal and seven 
cured. The mortality is highest in the cases in 
which the lesion occurs on the nostril or the upper 
lip, its most common site. Its occurrence at other 
sites such as on the temple, the neck, the trunks 
and the limbs seems slightly less dangerous. Worm, 
reported a cured case in which the lesion was on 
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the forehead. In neither of the authors’ cases did 
the lesion develop following a preliminary cutaneous 
staphylococcic infection. In one, it was due to the 
propagation of a dental infection through the 
maxillary cellular tissue, and in the other to septi- 
cemic metastasis. It therefore appears that the 
lesions of internal origin are less often fatal than 
those of external origin. 

Recently Ramon’s antistaphylococcic anatoxin 
combined with antitoxic serum has given good 
results in generalized staphylococcic infections. 
Eventually it may reduce the high mortality of the 
condition. Hitherto, treatment has appeared futile. 
One could only hope for spontaneous recovery, and 
when this occurred there was danger of relapse. In 
both of the two cases reported by the author the 
cure was apparently spontaneous as in the one case 
in which the Ramon anatoxin was used it was 
administered at such a late stage that its efficacy 
could not be judged. EpitH SCHANCHE Moore. 


DUCTLESS GLANDS 


Hodges, P. C.: Skeletal Changes in Disturbances of 
the Parathyroid Glands. Radiology, 1936, 26: 
663. 


The parathyroid glands react to rises and falls in 
the calcium-ion concentration of the blood in the 
same manner that a delicate thermostat responds 
to rises and falls in temperature. When the calcium 
ions fall, more hormone is put out by these glands; 
when they rise, less is produced. When bound to 
protein, calcium produces no effect whatever. 

The hormone thus measured out in response to 
fluctuations in ionized calcium produces no direct 
chemical effect upon the constituents of the blood 
plasma. However, it controls the rate at which 
calcium and phosphate are returned to the blood as 
the result of the breakdown of oid bone. 

In parathyroid adenoma or hyperplasia an exces- 
sive amount of hormone is poured into the blood 
and the resulting rise in the plasma calcium fails to 
suppress the further output of hormone or else acts 
only at abnormally high levels. 

Following total removal of normal parathyroids 
or of normal glands plus adenomas, parathyroid 
hormone disappears from the blood and the cir- 
culatory stimulus to osteoclast activity is lost. As 
a result, in the absence of local stimuli such as 
fractures and infections, the osteoclast activity de- 
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creases to the minimum and there is almost no 
return of calcium and phosphate from the bones to 
the blood. 

The skeletal lesions demonstrated by x-ray exam- 
ination in hyperparathyroidism are described and 
shown by illustrations. In discussing the differential 
diagnosis, the author considers Paget’s disease, 
osteomalacia, giant-cell tumors, bone cysts, and 
regional fibrosis. J. Frank Dovucaty, M.D. 


Moller, W.: A Case of Recklinghausen’s Osteitis 
Fibrosa Generalisata with a Parathyroid Tumor 
Which Was Operated upon Successfully (Erfol- 
greich operierter Fall von Osteitis fibrosa generalisata 
— Recklinghausen — mit Parathyreoideatumor). 
Acta chirurg. Scand., 1936, 78: 182. 


The author reports a case of Recklinghausen’s 
osteitis fibrosa with a parathyroid tumor in a woman 
forty-four years old. As the result of increasing 
pains in the arms and legs and difficulty in walking 
the patient had become almost a complete invalid. 
A slight increase in the blood calcium (11.1 to 12 
mgm. per cent) was found. Roentgen examination 
revealed extensive changes in the bones with decal- 
cification particularly in the vault of the skull; 
multiple cyst formations, some of which were of 
considerable size; and a spontaneous fracture of the 
left humerus. Microscopic examination of curetted 
cystic tissue disclosed the picture of osteitis fibrosa 
and giant-cell tumor. 

Removal of the parathyroid tumor, which 
measured 14 by 12 by 14 mm. and was located 
partly within one lobe of the thyroid, was followed 
by a sudden fall cf the serum calcium to 5 mgm. per 
cent. A slight latent tetany with blood-calcium 
values of about 6 mgm. per cent for fourteen months 
then developed. Treatment with A.T. 10 caused a 
temporary rise in the blood calcium to 11 mgm. per 
cent. Repeated roentgen examinations of the bones 
showed a continuous increase in their calcium con- 
tent with disappearance of the cyst formations until 
the calcium content and structure were practically 
normal and practically ideal healing of the spontane- 
ous fracture occurred. Two years and two months 
after the operation the patient was entirely well and 
able to work. 

On the basis of this case and the literature the 
author discusses the most important symptoms of 
osteitis fibrosa generalisata and some of the problems 
related to parathyroidectomy. 
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